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Introduction to the Portfolio
This portfolio comprises two volumes which aim to reflect the academic, clinical and
research components of the course: The content of these will be briefly outlined
below.
Volume 1 contains:
1. The Academic Dossier: all five essays written during the course.
2. The Clinical Dossier: brief overviews of all the clinical placements and the case 
reports written during the course. The full versions of these, including references 
and appendices, are found in Volume 2. This is held in the University of Surrey 
Psychology Department due to the confidential nature of the documents. Please 
note that all client names and other identifying details have been changed in both 
volumes in order to maintain client confidentiality.
3. The Research Dossier: the service related research project, literature review and 
major research project.
Volume 2 contains:
1. The five case reports written during the course.
2. Contracts from each placement.
3. Logbooks of clinical experience from each placement.
4. Clinical evaluations of the trainee from each placement.
CONTENTS VOLUME ONE
A C A D EM IC  D O S S IE R ..................................................................................................  1
Adult Mental Health Essay:
Compare and Contrast the Effectiveness of Cognitive Behaviour Therapy and Systemic Therapy 
in the Treatment of Eating Disorders.................................................................................. ....... 2
People with Learning Disabilities Essay:
What is the Impact of Others’ Expectations on the Communicative Abilities of People with 
Learning Disabilities and How Might a Clinical Psychologist work with these Issues?..............  21
Child Essay:
Critically Evaluate Psychological Theories of Child Abuse and Their Contribution to Clinical 
Practice...................................................................................................................................... 40
Older Adults Essay:
Discuss the Use and Effectiveness of Cognitive Behavioural Therapy for Emotional Disorders in 
People with Dementia................................................................................................................. 55
Specialist Essay:
Is Psychodynamic Psychotherapy in the Treatment of Children with Autism Justified? Critically 
Discuss with Particular Reference to the Aims and Techniques of such Therapy......................... 75
C L IN IC A L  D O SSIE R ......................................................................................................  98
Placement Sum m aries.........................................................................................................  99
Case Report Sum m aries......................................................................................................  102
R ESEA R C H  D O S S IE R ...............................................    112
Service Related Research Project:
An Investigative Study of Informal Carer Satisfaction with Information, Support and General
Services Received from a Community Mental Health Team............................    113
Appendices..........................................................................................................................  130
Literature Review:
How do Values and Beliefs affect Clinical Judgement and Therapy? A Review of the Literature 
with a Specific Focus on Religious Beliefs.................................................................................. 141
Major Research Project;
An Exploration into the Experiences of Non-Religious Clinical Psychologists Working with 
Clients with Religious Beliefs....................................................................................................
A bstrac t.................................................................................................................................  160
Introduction ...........................................................................................................................  162
M ethod ...................................................................................................................................  176
R esults...............................................................................................................   190
Section One: Psychologists’ Experiences of Religious Issues in Therapy.............................  191
Section Two: The Clinical Practice of Psychologists with regard to Religious Issues  193
Section Three: Psychologists’ Beliefs...................................................................................  198
Section Four: Linking Psychologists’ Experience, Practice and Beliefs................................ 206
Discussion and Conclusions...............................................................................................  214
Appendices........................................................................................................................  229
ACADEMIC DOSSIER
ADULT MENTAL HEATLH ESSAY
Compare and Contrast the Effectiveness of Cognitive Behaviour Therapy And 
Systemic Therapy in the Treatment of Eating Disorders.
December 1999 
Year I
Adult Mental Health Essay
Compare and Contrast the Effectiveness of Cognitive Behaviour Therapy and 
Systemic Therapy in the Treatment of Eating Disorders.
In this essay I shall attempt to compare and contrast the effectiveness of two different 
therapeutic approaches in the treatment of anorexia nervosa (AN) and bulimia nervosa 
(BN). The DSM IV diagnostic criteria for AN and BN are as follows (American 
Psychiatric Association (A?A) 1994);
Anorexia Nervosa has been described as diagnosable if the following are present :
a) Refusal to maintain body weight at more than 15% below normal weight for age 
and height.
b) Intense fear of gaining weight or becoming fat, even though underweight.
c) Disturbance in the way in which one’s body weight or shape is experienced, undue 
influence of body weight or shape on self-evaluation, or denial of the seriousness 
of the current low body weight.
d) In postmenarcheal females, amenorrhea i.e., the absence of at least three 
consecutive menstrual cycles.
Bulimia Nervosa has been described as diagnosable if the following are present:
a) Recurrent episodes of binge eating. An episode of binge-eating is characterised by 
both of the following :
1) eating, in a discrete period of time (e.g. within any 2-hour period), an amount 
of food that is definitely larger than most people would eat during a similar 
period of time and under similar circumstances.
2) a sense of lack of control over eating during the episode (e.g. a feeling that 
one cannot stop eating or control what or how much one is eating.)
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b) Recurrent inappropriate compensatory behaviour in order to prevent weight gain, 
such as self induced vomiting; misuse of laxatives, diuretics, enemas, or other 
medications; fasting; or excessive exercise.
c) The binge eating and inappropriate compensatory behaviours both occur, on 
average, at least twice a week for 3 months.
d) Self-evaluation is unduly influenced by body shape and weight.
e) The disturbance does not occur exclusively during episodes of AN.
I have chosen to focus on these two eating disorders due to the word constraints of 
this essay. I will not discuss binge eating disorder (BED) or eating disorder not 
otherwise specified (EDNOS) as they have only recently been included in the 
diagnostic manuals (APA 1994). There is therefore only limited research on effective 
treatments for these eating disorders.
I shall start the essay by introducing cognitive behavioural therapy (CBT) and 
systemic therapy. I will then go on to compare and contrast the effectiveness of these 
different treatment orientations firstly for AN and then for BN. I will attempt to reach 
conclusions regarding the advantages and disadvantages of both approaches and lastly 
look at possible further lines of research needed in the future.
Before attempting this task it is important to consider what our understanding of 
effectiveness is. The Collins Cobuild English Dictionary (1995) defines effectiveness 
as ‘‘having a particular role or result in practice” and effective as “works well and 
produces results that were intended”.
Building on this therefore, an effective treatment would be one that will produce the 
results which were intended, for example a decrease in symptoms or an increase in 
weight. It will be generalisable to practice in a mental health setting, where therapists 
may not stick to rigid guidelines and clients may not fall into strict diagnostic criteria, 
as well as being effective in controlled research trials. I would go on to suggest that
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when we are looking at psychological treatments, the results need to be maintained 
after the end of treatment for it to be truly effective hence the need for long term 
follow ups.
The search for wholly effective treatments could be never-ending, however treatments 
can be compared with each other in randomised controlled trials in order to determine 
which are the most effective for certain client groups.
In an analysis of the meaning of effectiveness a discussion regarding the measure of 
outcome should be included. The outcome measures can vary greatly between studies. 
The outcome measures commonly used in BN studies are frequency of episodic 
overeating and frequency of self-induced vomiting. Those for AN studies are more 
likely to be weight gain, return of menstruation and need for readmission to hospital. 
(Russell, 1987) I would suggest however that other more subjective measures such as 
self-esteem, attitudes to weight and shape, quality of life and social/familial 
interactions are equally important.
There is relatively little controlled research into effective treatments for AN compared 
to BN considering that the first medical accounts of AN were written in 1689 by 
Richard Morton (cited in Silverman, 1997) and Russell first described BN 
diagnostically only 20 years ago in 1979 (cited in Russell, 1997). For many years, 
intensive behavioural treatment in an inpatient setting was the treatment choice for 
AN. However, as Wilson (1999, p.S81) remarked “behavioural treatment is an 
efficient and effective means of restoring weight during hospitalization. The challenge 
has always been maintaining improvements once patients are discharged.” Over the 
last two decades however, with recent developments in psychological approaches for 
other psychiatric problems there has been an increase in research into different 
outpatient interventions for eating disorders. I shall now look at the cognitive 
behavioural and systemic approaches to therapy.
Cognitive Behavioural Theranv
CBT was first described by Beck in 1967 for the treatment of depression. The theory 
is based on the premise that it is a person’s perception or belief about a situation
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which causes them distress rather than the situation itself. These beliefs or negative 
automatic thoughts are thought to be due to the person’s underlying dysfunctional 
assumptions about themselves, the world and the future. The aim of therapy therefore 
is to modify these beliefs and dysfunctional assumptions or schema. This is done in a 
collaborative manner by using behavioural experiments as well as cognitive 
restructuring in order to test out beliefs.
Since the development of CBT for depression the model has been applied to many 
other psychiatric problems, mainly anxiety disorders. However, there has been 
increasing research into its role in the understanding of and therapy for eating 
disorders, especially BN and more recently AN (Fairbum, Shaffan & Cooper, 1999).
The rationale behind investigating the use of CBT in eating disorders is the argument 
that “most features of AN and BN appear to be secondary to these patients’ 
overvalued ideas concerning their shape and weight” (Fairbum & Cooper, 1989 
p.279). These authors suggest that the primary problem in these eating disorders is the 
patients’ cognitive errors surrounding body shape and weight. Fairbum et al. (1999) 
later go on to discuss the perception of loss of control as being the maintaining factor.
Also underlying this cognitive behavioural theory is some evidence that people with 
eating disorders will process food related stimuli more quickly, or selectively attend 
to food or body shape-related stimuli (Vitousek, 1996). The results of laboratory 
experiments need to be interpreted with some caution however due to the effects that 
starvation can have on performance (Vitousek, 1996). Attitudinal inventories have 
shown similarities in cognitive schemas in people with BN and AN as compared to 
normal controls (Vitousek, 1996). The fact that some patients will qualify for both 
AN and BN or EDNOS at some point in their lives could suggest common 
mechanisms underlying these eating disorders.
The goal of CBT is therefore the modification of these beliefs to change attitudes to 
shape and weight. As well as using cognitive restmcturing and behavioural 
experiments there is a psychoeducation component of CBT. This is also thought to be 
applicable to the treatment of eating disorders. It is important that patients leam that
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Starvation can cause some of their symptoms for example preoccupation with food, 
obsessional symptoms, impaired concentration and depression (Fairbum & Cooper, 
1989), They also need to understand the detrimental effects that bingeing and 
compensatory behaviour can have on their bodies. There is a possibility that in some 
cases this information might prove to be motivating.
Therefore when assessing the effectiveness of CBT for AN and BN a good indicator 
of outcome would be whether there is a shift in attitudes to shape and weight as these 
are meant to be tapped by the model. According to the model this change should lead 
to improvements in the other areas, shown in objective and subjective outcome 
measures.
Svstemic Therapv
Systemic therapy has evolved from the early origins of family therapy. There are four 
main schools of thought in systemic therapy: stmctural, Milan, post-Milan and brief- 
focal. Each of these has developed their own model of eating disorders. Although 
stmctural family therapy focuses very much on the family system, the later forms of 
systemic therapy have focused on the individual and the family as part of a wider 
system including the therapist and the referring agency. (Dare & Eisler, 1997)
Whereas in psychodynamic, behavioural or cognitive behavioural therapies the locus 
of pathology is seen to be the patient, “in the systems model the locus of pathology is 
the individual in context” (Minuchin, Rosman & Baker, 1978). This context will vary 
with the patient but due to the often early onset of eating disorders it is likely to be the 
family. Therapy does not only focus on the individual but looks at transactions 
occurring between different members of the context in order to ascertain what might 
be maintaining the symptoms. The focus is on the here and now and the therapist 
becomes a part of the system, taking part in transactions during the sessions in order 
to start a shift towards new healthier family stmctures.
The rationale behind using systemic or family therapy in the treatment of eating 
disorders is therapists’ observations of the nature of families of patients with AN and 
BN. From their clinical observations, Minuchin et al. (1978) described the families of
Adult Mental Health Essay
anorexic patients as showing enmeshment, overprotectiveness, rigidity, lack of 
conflict resolution and involvement of the patient in parental conflict. Schwartz, 
Barrett & Saba (1985) described also finding the above characteristics in many 
families of bulimic patients and added isolation, consciousness of appearances and a 
special meaning attached to food and eating.
Although these family factors are not thought to be causative, it is thought that they 
along with other biological, cultural and personality factors may act as predisposing 
or precipitating factors in the development of an eating disorder (Bryant-Waugh & 
Lask, 1995). These authors along with others (Minuchin et al. 1978, Dare & Eisler, 
1997) do stress that the family should not feel blamed for the eating disorder.
The majority of research of the effectiveness of systemic therapies in eating disorders 
has focused on family therapy. Recently, there has been more flexibility with 
therapists combining family and individual work, suggesting that it is not essential for 
the family to be together in the session (Dare and Eisler, 1997). What is important is 
that there is a shift in the system which can be arrived at through different means. The 
Maudsley model demonstrates various sites at which therapy can be aimed, i.e. the 
individual, the family, the role of the symptom in the individual’s life and the 
symptom itself (Dare and Eisler, 1997). Another example of systemic therapy through 
individual work may be Interpersonal Therapy (IPT), first described for depression by 
Klerman, (cited in Fairbum, 1997) which works individually focusing on 
interpersonal issues and social conflict.
A good indicator of whether systemic therapy is effective for eating disorders will be 
whether there is an improvement in family and social interactions. According to the 
theory this improvement should lead to an improvement in the remaining 
symptomatology.
Effectiveness of the two approaches for Anorexia Nervosa
Although AN has been cited in the literature for many years there have been very few 
randomised controlled trials performed to assess the effectiveness of any forms of 
therapy. This is somewhat surprising given the serious nature of the condition and the
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fact that mortality rates have been found to be as high as 18% in long-term follow up 
studies (Amow, 1999). One reason for the lack of research may be the difficulty of 
recruiting and then engaging patients with AN due to the ego-syntotic nature of the 
disorder (Fairbum & Cooper, 1989).
Historically, the outpatient therapeutic intervention for AN has been family therapy 
(Minuchin et al., 1978). Individual case histories have been written regarding the 
effectiveness of family therapy for AN (Dare & Eisler, 1997) however very few 
controlled trials have been performed.
As there have been no randomised controlled trials comparing family therapy with 
CBT directly, in order to compare the two forms of therapy in this essay I shall look at 
a trial of family therapy followed by a trial of CBT for AN and then compare the two.
The only randomised controlled trial to date comparing family therapy and individual 
therapy for AN was performed in 1987 by Russell, Szmuckler, Dare and Eisler. The 
study was carried out at the Maudsley’s specialist eating disorders unit. 57 patients 
with AN and 23 patients with BN were randomly assigned after a period of inpatient 
treatment to either family therapy or individual supportive therapy which was used as 
a control. They underwent one year of therapy after which they were reassessed then 
followed up after 5 years. (Eisler, Dare, Russell, Szmuckler, le Grange & Dodge, 
1997)
On finishing treatment, AN patients with an age of onset of less than 18 years and a 
duration of illness of less than 3 years had improved significantly better with family 
therapy than with individual therapy. 6 of 10 patients in the family therapy group 
showed good outcomes on the Morgan and Russell scales meaning that their body 
weight was maintained within 15% of average body weight and menstrual cycles were 
regular. Only 1 of the 11 patients in the individual therapy group showed a good 
outcome. They were significantly more likely to drop out of the individual treatment 
then the family treatment (Russell et al., 1987). At 5 year follow up all of this group 
were described as doing well, their weights being near the normal range. 9 of the 
patients from the family treatment showed a good outcome score compared to 4 in the
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individual treatment, again a significant difference between treatment groups (Eisler 
et al, 1997).
AN patients with an age of onset greater than 19 years had gained significantly more 
weight in the individual therapy group than in the family therapy group on finishing 
treatment. However in both groups the majority of patients showed poor outcomes on 
the Morgan and Russell scales. The only 2 showing good outcomes were from the 
individual group. Significantly more patients dropped out of the family therapy 
condition than out of the individual therapy condition. (Russell at al., 1987). At 5 year 
follow up this group did show improvements, with the patients from the individual 
treatment achieving significantly higher average outcome scores on the Morgan and 
Russell scales. (Eisler et al, 1997)
For those with chronic AN i.e. those who had early onset but duration for longer than 
3 years, outcome was poor and there were no significant differences in effectiveness 
between the two treatment groups either at end of treatment or at 5 year follow-up 
(Russell et a l, 1987, Eisler et a l, 1997).
Russell et al. (1987) concluded that “family therapy is an effective treatment for those 
patients whose illness commences at a relatively early age and has not become 
chronic.” (p. 1054). It is interesting to note however that the patients from this group 
who received individual therapy did also improve over time (Eisler et al. 1997). This 
improvement could indicate natural remission or that the individual therapy had a 
slower effect with this group. If it were due to natural remission then this could cause 
us to question whether a proportion of the good results achieved with family therapy 
could also be attributed to natural remission. Additionally, the follow up in this trial 
was not closed therefore some patients received further treatment during the follow up 
period which could confound the results (Eisler et a l 1997).
Unfortunately, we are still left with the question of how to treat people with chronic or 
late onset AN. As this trial showed, individual therapy seemed to be preferable with 
better outcomes and lower dropout rates for those with late onset AN (Russell et al, 
1987). As the individual therapy was not structured, it is difficult to draw conclusions.
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More trials looking at well established individual therapies such as CBT are needed in 
order to find effective treatments for this group and the group of patients with more 
chronic AN. I shall now go on to discuss one of these trials.
Channon, De Silva, Hemsley and Perkins (1989) performed the only controlled trial 
reported to date of CBT for patients with AN. 24 participants were randomly assigned 
to 18 sessions (6 months) of CBT, Behavioural Therapy (BT) or a control group of 
routine treatment. They were followed up at 6 monthly intervals over 24 months. 
Channon et al. found all groups to significantly improve in weight, nutritional 
functioning, menstrual functioning, psycho-sexual functioning, preferred weight and 
depressed mood, as measured by the Morgan Russell scales, following treatment. 
They did not find any significant differences in outcome between interventions. There 
was a better rate of compliance in the CBT group which may support Gamer and 
Bemis’s (1982, cited in Channon et al. 1989) view of the nature of CBT lending itself 
to the engagement of people with AN. The results from this study have to be 
considered with caution due to the very small sample size that could lead to a lack of 
power in the analyses and thus Type II errors.
There are difficulties in comparing the effectiveness of family therapy and CBT using 
these two trials. The differing nature of the participants in each trial needs to be taken 
into account. The participants in the Russell et al. (1987) trial had been inpatients in a 
specialist unit whereas those in the Channon et al. (1989) trial were outpatients. One 
would expect those being referred to tertiary services to be more severely ill than 
those being referred to secondary services, therefore having a worse prognosis.
There is tentative evidence that the early onset, short duration group from Russell at 
al.’s trial found family therapy more appropriate whereas individual therapy produced 
more compliance in the later onset and more chronic groups (Russell et al., 1987, 
Channon et al., 1989). Issues of compliance are important due to the fact that 
engaging patients with AN is so difficult. These differences could be due to the fact 
that older patients may well have moved away from their family setting and therefore 
a more individual approach might seem more appropriate for them.
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It can be concluded that both family therapy and CBT are somewhat effective in the 
treatment of AN. CBT however has not been shown to be more effective than BT or a 
routine treatment apart from on measures of compliance (Channon et a l, 1989). 
Family therapy has only been shown to be significantly more effective than individual 
therapy for a small subgroup of patients whose onset was early and who have had a 
short duration of illness. This information can be generalised to routine practice to 
some extent. However, due to the inherently secretive nature of these patients and 
their lack of desire to change (Fairbum, 1989) I would question how many patients 
will present to services before their condition has become chronic. It is important 
therefore that there are effective therapies in place for these people when they present 
to services later on in the course of their illness. To date there is no conclusive 
evidence as to the best mode of therapy at this time.
Effectiveness of the two approaches for Bulimia Nervosa
A cognitive behavioural model for BN was first formally proposed by Fairbum in 
1981 leading to the development of the Oxford treatment manual which has been 
regularly used in research trials (cited in Wilson, 1996). Many controlled and 
randomised trials have been performed investigating the effectiveness of CBT as 
compared to other therapies or pharmacological interventions. CBT has been found to 
be more effective than supportive psychotherapy, (Walsh, Wilson, Loeb, Devlin, 
Pike, Roose, Fleiss & Watemaux, 1997) and to medication alone (Wilson, 1996). 
CBT has been described as the first-line treatment of choice for BN (Wilson, 1999). 
There has however only been one set of randomised controlled long-term follow-up 
trials.
Fairbum, Jones, Peveler, Carr, Solomon, O’Conner, Burton & Hope (1991) randomly 
assigned 75 patients meeting strict diagnostic criteria for BN to three treatments: 
CBT, Behavioural Therapy (BT) and Interpersonal Therapy (IPT). For the CBT 
group, the Oxford manual was used. BT was a simplified version of CBT containing 
only the behavioural elements of the therapy in order to ascertain whether the 
cognitive element is indeed important. IPT was based on the manual for IPT for 
depression by Klerman and colleagues (cited in Fairbum et al., 1991). The methods 
used in CBT and IPT were purposefully designed not to overlap in order to determine
12
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whether specific aspects of CBT were of use in the treatment of BN, assuming the 
cognitive model of BN or whether improvement could be due to non-specific 
therapeutic effects. All treatment groups received the same number of sessions (19) 
over the same period of time.
Both subjective and objective outcome measures were used. All three treatments were 
found to lead to statistically significant improvement on all measures, including 
weight gain. A 93% reduction in bulimic episodes was found at the end of treatment 
(Fairbum et al., 1991). The only difference between treatments was that CBT was 
found to be more effective at reducing extreme dieting and at changing disturbed 
attitudes to shape and weight, which gives support to the cognitive model. Patients 
from each group rated treatment as equally suitable.
At 1 year closed follow-up, CBT was found to be superior to BT in increasing the 
likelihood of patients neither purging nor having bulimic episodes. In fact those 
patients who had been assigned to the BT group showed a poor outcome. 48% of the 
group had dropped out or had been withdravm due to lack of improvement. Only 20% 
of the group displayed no bulimic episodes or vomiting or purging. 36% of patients 
who received CBT and 44% of those who received IPT no longer displayed bulimic 
episodes, vomiting or purging. (Fairbum, Jones, Peveler, Hope & O’Connor, 1993). 
This means that 64% of those who had received CBT were still displaying bulimic 
symptoms at one year follow up.
Surprisingly at the one year follow up, no significant differences were found in 
effectiveness of CBT and IPT. They had both led to a 95% reduction of objective 
bulimic symptoms and a 90.9% reduction in vomiting. They were equally effective at 
changing attitudinal disturbance towards shape and weight. Both led to a decrease in 
psychiatric symptoms and a statistically significant increase in self-esteem (Fairbum 
e ta l, 1993).
In 1995 the 1991 Oxford trial was followed up along with an earlier trial which had 
compared CBT and focal psychotherapy (Fairbum, Kirk, O’Connor & Cooper, 1986), 
In the follow up analysis those who had received focal psychotherapy were grouped
13
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together with those who had received IPT in the later trial. The mean length of follow- 
up was 5.8 (S.D. =2.0) years. Those who had been assigned to the BT group 
continued to show a deterioration whereas IPT and CBT showed similar good long­
term results, IPT showing the highest remission rates. Although 42% of the cohort 
were fully abstinent to bulimic episodes, vomiting and purging at 6 year follow up, 
19% met criteria for BN, 3% for AN and 24% for EDNOS. (Fairbum, Norman, 
Welch, O’Conner, Doll & Peveler, 1995)
In the long-term CBT and IPT were found to be equally effective but it seems that 
each therapy must be working in a different way due to the difference in the speed and 
development of change over time (Fairbum, 1997). It could be argued that IPT is a 
form of systemic therapy as it focuses on interpersonal difficulties, although working 
with the individual rather than the system being present. It is described by Fairbum as 
“a short-term focal psychotherapy in which the goal is to help patients identify and 
modify current interpersonal problems” (1997, p. 278). The therapists observed that 
during IPT patients would make a major change in one relationship in their life which 
would then have a knock-on effect causing other positive changes. This process seems 
to have continued after the end of therapy (Fairbum, 1997). Although IPT was found 
to be as effective as CBT in this trial, Fairbum (1997) still maintains that it should be 
used as secondary to CBT for the treatment of people with BN until the results have 
been replicated.
The results from these trials can be generalised to routine practice due to the fact that 
participants were referrals to secondary services. The trial was well developed and 
used a closed one year follow up to avoid problems of later treatment although this 
may have occurred before the 5 year follow up.
The amount of research looking at family therapy for BN is very sparse. The 
controlled study detailed previously in this essay by Russell et al. (1987) reported the 
outcome for patients with BN to be poor in both the family and individual therapy 
treatment groups. Patients however did show significant decreases in frequency of 
overeating and of vomiting at one year follow-up, though not abstinence. Those in the 
individual therapy group also showed a significant improvement in mental state as
14
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measured using the Morgan and Russell scales. There were no other significant 
differences in effectiveness found between treatment groups. The fact that some of the 
BN patients also suffered from severe depression, self-harm or personality disorders 
could be one factor in the lack of positive outcomes for this group. They were found 
to have a poor outcome at 5 year follow-up (Eisler et al., 1997). A trial of family 
therapy with people with BN with no co-morbid disorders would be preferable for 
research purposes.
Dodge, Hodes, Eisler and Dare (1995) describe a small uncontrolled trial of family 
therapy for 8 adolescents vrith BN. They used a similar model to that used with AN in 
the Maudsley trials (Russell et al., 1987, Eisler et al., 1997). Significant decreases in 
bingeing, vomiting and laxative abuse were found as well as an improvement in 
eating attitudes, less discord in the family and increased independence from families 
as measured by the Morgan and Russell scales. No long term follow up was made in 
this study which would have been useful to find whether improvements continued. In 
this small study, the treatment does seem to have been effective in producing the 
desired results of improving family relationships and thus decreasing symptoms, it 
will be interesting to see whether this result can be replicated in a larger controlled 
trial.
From the trials discussed above the best comparison of a form of systemic therapy 
(IPT) with CBT is in the Oxford Trials where both were found to be equally effective 
(Fairbum et al.,1993, Fairbum et al., 1995). Both treatments led to abstinence of 
objective symptoms in 36% and 44% of patients respectively. In the Russell et al. 
(1987) trial neither family therapy nor individual therapy resulted in an abstinence of 
these symptoms. This could suggest that both CBT and IPT are more effective than 
family therapy and unstmctured therapy for BN. However, it is probable that the BN 
patients in the Russell et al. (1987) trial had more complex difficulties such as co- 
morbid psychiatric problems which could have led to worse prognosis.
Discussion
Although in this essay I have only been able to review some of the literature in this 
vast area, I have attempted to look at some of the most methodologically sound trials
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of systemic therapy and CBT for eating disorders to date. At best, only tentative 
conclusions may be drawn as to the effectiveness of systemic therapy and cognitive 
behavioural therapy for AN and BN. I have discussed these under the relevant 
sections and will now look briefly at possible future areas of research.
Although some conclusions can be drawn by comparing the trials performed to date, 
there is a need for direct comparisons of CBT, IPT and family therapy for different 
prognostic groups using randomised controlled trials.
Further research is needed to determine whether the long-term effectiveness of IPT 
for BN (Fairbum et al., 1995) can be replicated. The fact that it was as effective as 
CBT at changing attitudes to shape and weight is surprising as CBT was the only 
therapy to directly address this in the trial (Fairbum, 1993). If positive results are 
replicated for IPT, then the cognitive model of BN may need to be revisited. There is 
also scope for researching IPT for use with AN.
Due to the documented success of CBT for BN as opposed to other interventions 
(Wilson, 1999), an increase of trials investigating the effectiveness of CBT for AN 
would be expected. Fairbum et al. (1999) have recently proposed a new cognitive 
behavioural model of the maintenance of AN. They suggest that the focus of therapy 
should be on the issue of self-control which they see as a primary maintaining factor 
in the disorder. This should lead to research using CBT to focus on issues of self- 
control.
Although there is some evidence for the effectiveness of family therapy in adolescents 
(Russell et al., 1987, Dodge et a l, 1995), these trials need to be replicated with some 
form of control for natural remission. There is no conclusive evidence that family 
therapy should be the treatment of choice for those with late onset or chronic eating 
disorders. Individual work, with a focus on transactions within the system does seem 
to be more promising.
Other possible fiiture areas for research include the possibility of extending CBT for 
eating disorders to include some of the interpersonal aspects of IPT, or using IPT as a
16
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second line of treatment if CBT is not effective (Fairbum, 1997). Within the next 
decade we are likely to gain more understanding of the relative effectiveness of 
different approaches to the treatment of eating disorders.
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What is the Impact of Others’ Expectations on the Communicative Abilities of 
People with Learning Disabilities and How Might a Clinical Psychologist work
with these Issues?
This essay will look at how the communicative abilities of people with learning 
disabilities (LD) might be affected by the expectations of other people. It will then go 
on to describe how the clinical psychologist might work with these issues.
The American Association on Mental Retardation’s (1992) definition of learning 
disability is:
1. Substantial limitations in present functioning
2. Significant sub-average intellectual functioning existing concurrently with related 
limitations in 2 or more of the following applicable adaptive skill areas, before the 
age of 18:
Communication 
Self care 
Home living 
Social skills 
Community use 
Self direction 
Health and safety 
Functional academics 
Leisure and work
This definition has since been combined with the ICD-10 criteria for the classification 
of learning disability which are based on IQ scores (see Table 1):
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Table 1: ICD-10 Classifications of Learning Disabilities
Classification IQ score
Mild 50-69
Moderate 35-49
Severe 30-34
Profound <20
It has been estimated that over 50% of the Learning Disability population will have 
some form of communication difficulties. Blackwell et al (1989, cited in Bartlett & 
Banning, 1997) found 62% of a day centre and long-stay hospital population to 
experience identifiable communication problems.
Given this high proportion of people with learning disabilities experiencing 
communication difficulties it is important to focus on this topic and to investigate to 
what extent their abilities may be effected by the environment around them.
If the expectations of those around the people with LD can have an effect on their 
communicative abilities, then this information could be used to educate family, peers, 
teachers, care staff, therapists and the wider public in order to increase their quality of 
life. A better understanding of these issues could also lead to the environment of 
individuals with LD being more beneficial in terms of people reaching their potential.
The essay will commence by briefly defining communication and discussing its 
development in people without LD. It will then go on to look at the nature of 
expectations that people involved with individuals with LD might have and how these 
may impact on their communicative abilities. Finally the issue of the role of the 
clinical psychologist in working with these issues will be addressed.
Communication
The Collins dictionary defines the word communication as ‘the imparting or exchange 
of information, ideas, or feelings’. When defined like this, it illustrates how much a 
part of our lives communication is. Most of us rely on being able to share with others 
and learn from others. This builds up our social networks, gives us an identity, self­
esteem. Thurman (1997) points out that communication “is fundamental to an
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individual’s experience of relationships, choice, assertion, control and emotional and 
self expressions. It enables an individual to develop personal identity and self-esteem, 
build relationships and exert a measure of control over their life.” ( p i l l )  Therefore if 
a person does not have an obvious way to communicate they are unlikely to be able to 
develop the above.
Although the above dictionary definition does not specify a form of communication, 
the one that generally springs to mind is spoken language, or failing that, sign 
language. Kenefick’s (1988) definition however highlights the fact that behaviours 
can also be seen as communication. She states that communication is “the exchange 
of messages between two or more individuals in direct relationship through the use of 
oral language symbols, signs and behaviour, when the meaning of these symbols is 
understood by all participants in this exchange” (p 189).
This definition of communication does however imply that a behaviour can be termed 
communication only if its meaning is understood. If the meaning is not understood, 
possibly it should be defined as an attempt at communication.
As is highlighted in both of these definitions, communication is not just about 
relaying information (expressive communication) but it is also about understanding 
and receiving information (receptive communication). For effective communication to 
occur between two people, both of these aspects must be successful.
The normal development of communicative abilities
Several explanations for the development of communicative abilities in children have 
been put forward. One account, Chomsky’s (1965) grammarian theoiy suggests that 
knowledge of syntactic rules is inbuilt and unfolds as the normal child interacts vrith 
adult language (Coupe and Golbart, 1988). Chomsky (1965, cited in Remington, 
1997) proposed that this happens via a Language Acquisition Device (LAD), a 
mechanism in the brain. This theory would suggest that if somebody experiences 
communicative difficulties then they will not be able to be taught or influenced by the 
environment around them to communicate more effectively.
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However other more environmental and behaviourist approaches would suggest that 
the communicative abilities are built up through interaction with the environment and 
reinforcement by caregivers. This would mean that these abilities could be built and 
improved upon. Social learning theorists would highlight the importance of imitation 
and modelling in developing abilities (e.g. Macdonald, 1981 cited in Kenefick, 1988). 
Others such as Vygotsky (1962) would argue for the ‘scaffolding’ of abilities through 
interaction with others more able than the person.
The “stage process” account of communication development (McLean & Snyder- 
McLean, 1987, cited in Butterfield & Arthur, 1995) describes how communication 
develops through the different stages from pre-intentional to intentional to symbolic 
communication. An example of pre-intentional communication would be when a child 
cries out if it is hungry. If the parent expects the child to be hungry they might feed 
them. If this happens consistently the child will learn that crying out can bring food 
and the behaviour has become intentional. Once communication has become 
intentional it can be used for a variety of purposes, for example to gain attention, to 
request something or to get rid of something, thus giving a feeling of control. This 
communication is functional and can take place using language, signs or symbols. 
Later caregivers will become more selective in what they choose to understand as 
meaningful; this will help to mould some behaviours into more intentional symbolic 
communication. The function of the language will change from one of making 
demands to a later wish for joint attention.
The importance of how caregivers respond to the initial unintentional or intentional 
attempts at communication by the infant can be seen, as these responses will help to 
build up the child’s communicative repertoire. If they receive what they want from the 
communicative act it wiU be positively reinforced and used again in the future. The 
behaviour needs to be continuously and consistently reinforced for it to develop into 
communication and therefore needs an interactive environment. As Remington (1997) 
suggests “full symbolic communication is the product of a long developmental 
process in which environmental reinforcement plays a critical part” (p 8).
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We know that for people with LD, their ability to communicate may not develop as 
well as normally developing children’s. To what extent, if at all, a person’s ability to 
communicate will be impaired will depend on many factors, some internal and some 
external. For example some people may have added physical and sensory difficulties 
which can make it difficult for them to develop either expressive or receptive 
communication skills. It is possible though, that environmental factors will also play a 
part and amongst these may be the expectations of other people around them. The 
expectations of the people in the immediate environment and also the expectations of 
others in a person’s history are likely to have had an impact on how they 
communicate now. These expectations will be discussed in more detail now.
Expectations
As we go through life we will often have prior expectations about situations and 
people. These expectations may be based on information from various sources, for 
example the judgements of other people in our social group, the press and cultural and 
religious belief systems. The fact that we have these expectations can cause us to act 
in certain ways when we go into these situations, in turn affecting the outcome.
If a person that we are about to meet has been given a label such as ‘genius’ or 
‘learning disabled’, very different images and expectations are bound to come to 
mind. It is then likely that these prior expectations will lead us to treat this person in a 
particular way.
From a very young age, it seems that expectations will play an important part in the 
development of communication. Parents will expect the child to be communicating 
certain things such as “I’m hungry” or “I’m tired” and they will give these meanings 
to the unintentional behaviours and noises of the infant. Thus although 
communication at this stage is unintentional, it is given intention by the parent as it is 
expected to have a certain meaning. The behaviours of the parents in response to these 
behaviours will then serve to positively or negatively reinforce them thus eventually 
transforming the action into intentional communication.
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If for some reason the parent does not expect the child to be making these demands or 
attempting to communicate, possibly because they have been told that their child has 
learning disabilities, then this process of developing unintentional communication into 
intentional communication may not happen as effectively or interactively.
When looking at expectations, there seem to be two main ‘expectation errors’ which 
can occur: overestimation and underestimation of people with LD’s communicative 
abilities. These ‘expectation errors’ will be described in turn and their possible impact 
for the communicative abilities of individuals with LD will be discussed:
Overestimation
Over the last 3 decades care staff have been trained under the philosophy of 
‘Normalisation’ which Wolfensberger has since modified to ‘Social Role 
Valorisation’ (Wolfensberger, 1972, 1983, cited in Bartlett & Bunning, 1997). It is 
possible that aspects of this training regarding giving people with LD an ‘ordinary 
life’ may have led to high expectations of the communicative abilities of people with 
LD and unrealistic expectations. Unfortunately these high expectations are likely to 
lead to failure for the person with LD and consequently low self-esteem (Bartlett & 
Bunning, 1997). If staff have high expectations it may also mean that they are less 
likely to interact in a way which might build up the communicative abilities of the 
person. Bartlett & Bunning (1997) propose the vicious circle below to demonstrate 
this process:
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Figure 1; The Vicious Circle (or Overestimation Career)
Learning disability and impaired 
communication skills
Philosophy of ‘normalisation’ 
and belief of the ‘ordinary life’
More restricted 
communication skills use
\
Negative or diminished 
experiences
High expectations
1r
Unrealistic
opportunities
Source: Bartlett & Bunning, 1997
It is unclear however from their paper, how the ‘more restricted communication 
skills’ box feeds into the philosophy of ‘Normalisation’. It is clear however that 
people receiving diminished experiences will become increasingly withdrawn and 
unable to form interactions with others.
Another possible reason for over-estimations of people with mild LD’s abilities 
occurring is that there can be a discrepancy between people’s expressive and receptive 
communication skills. For example, some people with LD display good expressive 
language, causing the people communicating with them to expect them to understand 
equally well. However they may have poor receptive skills and have difficulty in 
maintaining a conversation aimed at the level of their expressive skills. This
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misunderstanding can come from the expectation that expressive and receptive skills 
will be equal.
The impact of these expectations can be that staff communicate with their clients 
using more complicated language that they can understand. Bartlett and Bunning 
(1997) found keyworkers to use higher proportions of information carrying words that 
their clients could comprehend. They were found to do this more in a condition of 
‘free conversational exchange’ then when doing a more structured task.
There is evidence that some people with LD are very aware of the stigma that having 
LD can carry and will consciously try to act more able than they are. As Keman & 
Sabsky (1989) point out “to avoid the embarrassment of having to admit that they 
have not understood something that has been said to them or that they have been 
asked to explain, an admission that might reveal them as incompetent, niildly retarded 
individuals vrill sometimes feign understanding. They may agree to something that 
they have not understood, just because they sense that agreement is expected.”
This leads us to question how reliable information collected by professionals may be 
when people with LD are interviewed. This has important implications if people with 
LD are questioned by the police as victims, witnesses or as suspects. It would be 
expected that the person with LD will be more likely to try and please a professional 
than a family member or member of the public due to the power issues involved. 
Studies have shown people with LD to be more likely to answer ‘yes’ to yes/no 
questions, known as acquiescence (Sigelman et al, 1981 cited in Bull, 1995). 
Additionally it has been suggested that if “people with communicative disability have 
a low opinion of their own competence (or if this is communicated to them) they may 
be more influenced by inappropriate, suggestive questioning.” (Bull, 1995)
The potential impacts of others overestimating the communicative abilities of people 
with LD are countless. People may be given tasks or jobs to do that they are not 
actually capable of, causing anger and annoyance towards the person with LD when 
they do not achieve the task. People may not be given the support and services that 
they may require to aid them with their communication.
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Underestimation
It is also possible that others may underestimate somebody’s potential for 
communication simply because they have the label of LD. They may not be expecting 
the person to be able to communicate and therefore are less likely to pick up on 
unintentional communicative acts and try to mould them through interaction and 
teaching as with normally developing children.
The individual with LD may be attempting to communicate in other ways, through 
their behaviour for example. If families and care staff are not aware of this possibility 
then these attempts at communication will not be responded to which could either 
lead to a total withdrawal or to behaviours escalating and possibly becoming 
dangerous. In either case the person’s needs will not be met. The figure below of 
O’Brien’s Vicious circle demonstrates this:
Figure 2: The Vicious Circle (or ‘Deviancy Career’)
Initial achievement delay
Prejudiced beliefs
Low expectations
Opportunity
deprivation
More severe performance 
delay
Negative or diminished 
experiences
Source: O’Brien, 1981, cited in Bartlett & Bunning, 1997
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It is also possible that this vicious circle could be working from before the child is 
bom if the parents know that their child is going to have developmental difficulties. 
When parents are told this news, be it before or after the birth, it is likely to change 
their expectations of how the child will grow up and of the whole experience of being 
parents.
Marfo, Dedrick & Barbour, (1998) discuss how the discovery that their child is not 
normal can have such an effect on parents that it effects their ability to interact with 
their child thus interfering with the dyadic relationship needed for the child to start 
communicating. As they begin to understand that their child will not develop 
normally their expectations for their child’s development may become distorted. The 
authors claim that in many cases parents’ expectations become unrealistically lowered 
but sometimes that they can have unrealistically high expectations of their child. In 
either case this will mean that they are not reacting with their child in a 
developmentally appropriate way with their child. They are taking the lead rather than 
being led by he child. This can be apparent from a young age and will be a cumulative 
and interactive process throughout the person with learning disabilities’ life.
Some experimental studies have compared the mother-child relationship between 
mothers of children with LD and mothers with normally developing children. 
Kenefick (1988) reports that several studies have found matemal-child interaction to 
be more mother-directed with children with Down’s syndrome compared to the child- 
dependent style used in the mothers of normally developing children. Mothers of 
children with LD may be more directive than mothers of normally developing 
children. It is possible that this difference could be accounted for by differences in 
expectations between the two groups of mothers regarding the communicative 
abilities of their children.
Parents of young children with specific language impairments tend to adapt their 
speech to their child’s linguistic level by increasing the use of questions and 
imperatives and decreasing the number of utterances per turn. (Conti-Ramsden & 
Dykins, 1991; Cross et al, 1985 cited in Poikkeus, Ahonen, Narhi, Lyytinen.& Rasku- 
Puttonen 1999)
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These differences in the way that parents interact with their children with LD could 
have an impact on their later development. How mothers interact with their children 
has been shown to have an effect on the children’s rate of language development. 
(Menyuk, Liebergott and Schultz, 1995)
It is important to note however that as in normal development, the development of 
communicative abilities is a transactional process and as well as there being possible 
differences in expectations between the two groups of mothers, it is likely that their 
children’s responses could also differ. If the children are more passive the mothers 
may feel the need to be more directive in their communication with them. 
Unfortunately this could lead to a vicious circle because children may become more 
passive and then parents will feel they need to take more control of the 
communicative interactions, not allowing the children’s communication to develop.
The importance of continuously trying to engage people with LD in forms of 
communication appropriate for them throughout their life has been emphasised. A 
consistent approach is needed by families and by care staff Kenefick (1988) states 
that “if staff communications directed to residents do not elicit a higher order of 
language usage among residents, then initially learned speech patterns may fall into 
disuse and higher order communicative styles may never evolve” (pi97)
Unfortunately though, care staff have been found not always to provide the most 
beneficial environments for developing communication skills. Kenefick (1988) found, 
on analysing the communication of residential care staff with each other and with the 
residents that communication between staff members consisted of mainly 
declaratives, discussing what they had been doing, giving their opinions etc. When 
communicating with residents the care staff were observed to use more directives in 
their communication. It was then seen that the residents used directives when 
communicating with each other. It would seem that the way that people are 
communicated with by those in responsibility will have an impact in the way that they 
are able to or choose to interact with others. It may also be that this is the only way 
that they know how to communicate.
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In a questionnaire study asking informants to rate how much people with LD violate 
conventions of conversation, Leudar (1989) found that “according to the informants it 
is more often difficult to make out what the mentally handicapped individuals mean, 
and furthermore what they say is less likely to be true, relevant and coherent. The 
information they convey is often insufficient.” It seems that people have expectations 
that what people with LD say is not going to be true or needs confirming. This can 
also be seen by the way that professionals will often talk to the member of staff who 
is accompanying the person with LD, expecting them to be able to give a better 
account of the situation than the client themselves. If people with LD become aware 
of these low expectations of their abilities and of their reliability it is likely to affect 
their self-esteem and could also lead to frustration.
The impacts of these low expectations of the communicative abilities of people with 
LD and the lack of interactive communication between parents or care staff and the 
individuals with LD are many. As the people suffering most from underestimations of 
their abilities tend to be those with the more severe learning disabilities or multiple 
physical handicaps, the impacts seen tend to be more behavioural. Bott, Farmer & 
Rohde (1997) in looking at a data set of 3662 people with learning disabilities found 
more behaviour problems in people without speech than in those with some speech.
A possible impact can be withdrawal. This may be a response to nobody noticing or 
responding to a person’s attempts at communication. The person with LD may give 
up trying all together and withdraw into their own world, further lessening their 
chances of forming communicative relationships and feeding into everybody’s 
expectations that they are unable to communicate.
Both ‘Challenging Behaviour’ (CB), for example violence and destructiveness and 
Self-Injurious Behaviour (SIB) can be seen as attempts at communication. For 
example, a person with LD may have learnt that if they constantly hit their head on a 
table, somebody will come and pay them some attention. In this case, their behaviour 
has become intentional communication requesting attention and is reinforced by
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receiving that attention. The behaviour may have started off as less severe but the 
person may have learnt the most effective way to reach their aim i.e. attention.
In either the people who withdraw or the people who display CB the ultimate impact 
of the others’ expectations on them could be that they gain a reputation which will 
further prevent staff from interacting with them. They may be given restraints to stop 
them from engaging in the behaviour or be punished by being moved to a challenging 
behaviour unit. Once somebody has entered into the vicious circle or the ‘Deviancy 
Career’ (O’Brien, 1981 cited in Bartlett & Bunning, 1997) it is hard for them to get 
out.
Unfortunately the difficult behaviours displayed by a few people who have not been 
given opportunities to communicate appropriately will have an impact on the whole 
system. Other residents can be disturbed by CB and staff can become fearful and 
resentful.
If people’s abilities are underestimated there will follow a general lack of opportunity 
for development. Not only will they have a lack of opportunities to practice 
communicating but when they do have a chance people will be less likely to correct 
them because they might expect that they will be upset. Therefore the person will 
continue communicating inappropriately and will be less able to build new 
interactions with other people.
If one underestimates ability one will also decrease the level of one’s own 
communication thus not providing a model of more advanced communication for the 
person to work towards. If we do not think that someone is capable of communicating 
then we will not attempt to teach them. Our underestimations will become self- 
fulfilling prophecies.
It can be seen therefore that there is evidence to suggest that carers do communicate 
differently with people with LD than they would with other people. It is likely that 
these differences occur from infancy onwards and will have a profound effect on the 
later development of these people. If people do not build up the ability to have
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reciprocal conversations form infancy, they are going to find it more difficult as they 
get older and other people will find it more difficult to communicate with them.
The role of the clinical psvchologist in working with these issues
The role of the clinical psychologist in working with these issues will be on several
different levels, depending on the situation.
A clinical psychologist is always required to be introspective, being aware of his or 
her beliefs, prejudices, preconceptions and expectations about a certain client group. 
If we can be aware of these then we are more able to ensure that we are not letting 
them effect the way that we are communicating with people. These principles can be 
dealt with through supervision and can be transferred to other professionals through 
supervision or consultation. We may be in a position to point out if other 
professionals are underestimating or overestimating the abilities of their clients.
Clinical psychologists can use their knowledge of research to explain to parents, 
caregivers, residential staff how their expectations can effect the communicative 
development of the person that they are caring for. They can also set up in 
conjunction with speech and language therapists, training for staff in communication 
skills facilitation. The staff can be made aware of the different ways of 
communicating and be encouraged to use declaratives rather than directives in their 
communication with people with LD (Kenefick, 1988).
An important area of work for the psychologist is in empowering care staff and 
families and emphasising to them what an important part they can play in increasing 
the communicative abilities of the person with LD. Landesman (1988) found in her 
observational studies that on average, direct care staff spent only 10-15% of their total 
time in social interaction with their clients and that this role for staff is less valued 
than those involving medication and cleaning. She states that “unlike making beds or 
giving out medications on time, being highly sociable with residents and attending to 
their social needs are not staff behaviours that have been highly valued or emphasised 
in traditional institutions. Very few procedures deal directly with how much positive 
social interaction should occur between staff and residents.” (Landesman, p i09)
35
Learning Disabilities Essay
On a clinical level, the referrals that are likely to be made to the clinical psychologist 
(depending somewhat on the service) will be because of challenging behaviour, self- 
injurious behaviour or withdrawal. It is important to do functional analyses of these 
behaviours to determine what the person may be trying to communicate. The possible 
reasons for the behaviour could be endless and the clinical psychologist may need to 
rely a lot on the reporting of others to determine what is happening. If a behaviour has 
started suddenly then immediate antecedents need to be determined. The person may 
be experiencing a physical or emotional pain, which they are not able to communicate 
to staff and it is always important to be aware of the possibilities of abuse.
Once the reason for the behaviour has been determined and any required changes in 
the environment have been made, work can then be done in conjunction with speech 
and language therapists to determine how a person is attempting to communicate and 
to increase their levels of interaction. The speech and language therapists may assist 
the person to develop symbolic communication and to use picture boards and symbols 
to communicate their needs. They may use ‘intensive interaction’ strategies to 
determine what the person likes so that reinforcements can be used for teaching the 
person to show some intentional communication.
The clinical psychologist may need to work with the wider system, including teachers, 
the police force and the general public in promoting awareness and understanding 
about the different strengths and needs of people with LD. This might involve 
working with the police force in helping them to interview people with learning 
disabilities in a way that is going to obtain the most reliable statements. It might also 
involve advocating support for clients having meetings with professionals to ensure 
that they are being questioned in an appropriate manner.
It can be concluded therefore that people’s expectations about ‘learning disabilities’ 
do have a great and varied impact on the communicative abilities of individuals with 
LD. This emphasises therefore the importance of the education of all the people in 
their environment from parents, siblings, teachers and peers to the wider public. The 
importance of early intervention with children with LD has also been highlighted in
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order to help them develop their communicative abilities to the best of their potential 
from a young age.
Although more research is still needed in this area, more importantly the information 
that is already available needs to be transferred to the situations where it is most 
relevant, in the training and education of those who are working with or caring for the 
people with learning disabilities. The clinical psychologist can play an important role 
in enabling this to happen.
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Critically Evaluate Psychological Theories of Child Abuse and Their 
Contribution to Clinical Practice.
The term child abuse is a wide one which covers many different forms of abuse which 
children may be victims to. These range from intrafamilial to extrafamilial abuse and 
include physical abuse, sexual abuse, emotional abuse and neglect. For the purposes 
of this essay the focus will be on critically evaluating the psychological theories of 
physical abuse, emotional abuse and neglect which will be termed collectively as 
‘child abuse’ or ‘child maltreatment’ as they have been by other authors (Herrenkohl, 
Herrenkohl, Rupert, Egolf & Lutz, 1995). It would be difficult to look at any of these 
three in isolation as they can so often co-occur (Belsky, 1993). Due to the fact that 
there is a higher incidence of these types of abuse within the family system, the focus 
will also be on intrafamilial abuse.
It is important to define child abuse for the purposes of the essay. This is not an easy 
task as different definitions have been used over the years. In this case the Department 
Of Health (DOH) guidelines will be used. The current DOH guidelines describe 
physical abuse as involving,
‘‘hitting, shaking, throwing, poisoning, burning or scalding, drowning, suffocating, or 
otherwise causing physical harm to a child. Physical harm may also be caused when 
a parent or carer feigns the symptoms of, or deliberately causes ill-health to a child. 
This situation is commonly described as fictitious illness by proxy or ‘Munchausen 
syndrome by proxy \ ” (DOH 2000 cited in Corby, 2000)
Neglect is defined by as:
“the persistent failure to meet a child's physical and/or psychological needs, likely to 
result in the serious impairment o f the child's health or development. It may involve a 
parent or carer failing to provide adequate food, shelter and clothing, failing to 
protect a child from physical harm or danger, or the failure to ensure access to 
appropriate medical care or treatment. It may also include neglect of, or
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unresponsiveness to a child's basic emotional needs. " (DOH 2000 cited in Corby, 
2000)
Emotional abuse is described as;
“the persistent emotional ill-treatment o f a child such as to cause severe and 
persistent adverse effects on the child's emotional development. It may involve 
conveying to the children that they are worthless or unloved, inadequate, or valued 
only insofar as they meet the needs o f another person. It may feature age or 
developmentally inappropriate expectations being placed on children. It may involve 
causing children frequently to feel frightened, or the exploitation or corruption o f 
children. Some level o f emotional abuse is involved in all types o f ill-treatment o f a 
child though it may occur alone. " (DOH 2000 cited in Corby, 2000)
Psychological theories of child maltreatment will be evaluated by examining the 
evidence for and against each one and discussing its contribution to clinical practice, 
i.e. to what degree it helps clinical psychologists and other professionals to understand 
and to work with both adults and children who are victims or perpetrators of abuse. A 
good theory would be expected not only to advise clinical practice with people who 
have been involved in abusive situations but also to offer guidance for the prevention 
of abuse in the first place.
Intergenerational transmission of abuse
The first theory to be looked at in this essay is the theory that abuse is transmitted 
through the generations, i.e. that if a parent was abused when they were a child then 
they are very likely to go on and abuse their own children. This idea has been put 
forward by two schools of thought, the first being learning theoiy and the second 
being attachment theoiy. Before looking at these theoretical explanations of the 
intergenerational transmission of abuse, the evidence for and against this claim will be 
described.
The research evidence for the intergenerational transmission of child abuse has been 
looked at by Kaufinan and Zigler (1989). They concluded that “a history of abuse is a
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considerable risk factor associated with the etiology of child maltreatment, but the 
pathway to abusive parenting is far from inevitable or direct”. Studies have cited 
transmission rates ranging from 18% to 70%. Kaufman and Zigler (1989) suggest that 
there are methodological flaws in the research causing this range in rates. They argue 
that retrospective studies may give deceptively high rates of transmission. It could 
also be argued however that they could give deceptively low rates as some abusing 
parents may not remember their own abusive history. Hunter and Kilstrom (1979, 
cited in Kaufman and Zigler, 1989) used a prospective study to show that many 
parents who were abused as children do not go on to abuse their own children. A 
limitation of this study however was that babies were only followed up for one year, 
therefore it can not be concluded that those parents will never go on to abuse those 
children later or any other children that they may have. This study would have been 
more reliable if it had gone on to follow up after two or three years.
From their review of the evidence for the intergenerational transmission of abuse, 
Kaufman and Zigler (1989) estimated that a more realistic estimate of the rate of 
transmission is 30% + 5%. They argue that many studies showing high rates of 
transmission have not been able to separate past abuse from other possible 
confounding variables such as present socio-economic-status, social isolation, stress 
or other risk factors. One study did control for these factors and still found that 
parental risk of using severely punitive discipline was increased by exposure to 
abusive parenting as a child (Herrenkohl et al, 1983, cited in Knutson, 1995). 
However parents who had not been abused were still seen to abuse their children thus 
highlighting once more that the relationship is complicated. Another methodological 
problem in these studies is the fact that definitions of abuse vary. If they include 
physical punishment, rates can be very high. For example a survey in America 
showed 97% of all children to have been physically punished (Straus, 1983 cited in 
Kaufman and Zigler, 1989).
In the studies where parents had suffered abuse but had not gone on to abuse their 
children, a protective factor was found to be having one parent or foster parent who 
provided a loving, supportive relationship in childhood or that the person was 
presently in a supportive relationship.
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There is evidence therefore for the risk that some parents who have been abused may 
go on to abuse their children. It remains to be explored what the mechanism is by 
which this transmission may occur. I shall now go on to discuss how the different 
psychological theories attempt to explain the intergenerational transmission of abuse.
Social learning theory
Social learning theory’s explanation of the intergenerational transmission of child 
abuse suggests that it occurs because violent behaviour is observed in childhood and 
then modelled when the children become parents themselves. Children learn that the 
use of aggression, for example, is appropriate and do not have a chance to learn about 
functional parenting. They grow up in an environment where aggression is seen as 
normative therefore would not question using the same forms of discipline with their 
children.
Attachment theorv
Attachment theory was first developed by Bowlby in 1969. His theory suggests that 
children need a good attachment relationship with a primary caregiver (usually the 
mother) to gain the physical protection and psychological security from which to 
explore the world around them. From their early experiences children are thought to 
build up ‘internal working models’ of the self and others which provide prototypes for 
future relationships (Fonagy, 1998). These representations are thought to be stable 
throughout the lifespan thus affecting the person’s ability to form relationships in later 
life and to parent positively.
The four patterns of attachment behaviour discussed in the literature were first 
observed in laboratory experiments conducted by Mary Ainsworth during which 
infants would briefly be separated from their primary caregiver in an unfamiliar 
situation. The behaviours observed were described as the four patterns below:
Secure attachment: This describes children who would explore readily in the 
presence of their caregiver but would be distressed when separated from them and 
rapidly seek contact with and be comforted by the caregiver on their return.
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Anxious/avoidant attachment: These children were observed not to be anxious on 
separation and were comforted by a stranger.
Anxious/resistant attachment: These children were very distressed when separated 
from their caregiver showing great difficulty in settling afterwards. 
Disorganised/disorientated: These infants were observed to show undirected 
behaviour showing disorganisation and disorientation. They seemed to wish to escape 
the situation even in the presence of the caregiver. The caregiver seemed to be both a 
source of reassurance and fear. A history of severe child maltreatment has been 
associated with this pattern.
Attachment theorv’s explanation of the intergenerational transmission of child abuse 
Attachment theoiy suggests a continuing cycle of poor attachments and thus 
vulnerability to be abused or to abuse. It states that if someone has experienced poor 
attachments this can lead to increased anxiety, insecurity, decreased self-worth, 
inability to relate to others, less likelihood of making satisfying peer relationships 
because they have no sense of self or trust of others. The theory suggests that an 
individuaTs behaviour in a given situation is determined by environmental and 
situational factors and that person’s previous experience of similar situations, i.e. their 
mental representations of those situations. Crittenden and Ainsworth (1989) suggest 
for example that the internal models underlying anxious attachment cause the person 
to behave in a way that makes current attachments more stressful and future 
attachments less likely to be secure, thus causing the repeating of the cycle. Internal 
representations may lead people to misinterpret situations and the behaviour of others 
and therefore they may react in inappropriate ways that may in turn confirm their 
model of internal representations.
Crittenden and Ainsworth (1989) write that mothers’ inner models can be inferred by 
their behaviour within the family setting and that these can then be used to predict 
their behaviour in other relationships/contexts such as with professionals. In other 
words their inner representational models will effect all of their relationships, not just 
those with their children. Crittenden (1985, cited in Crittenden & Ainsworth, 1989) 
found that although abusive mothers would form friendships, they were neither stable 
nor reciprocal and would often be short-lived, ending in bitterness. It was also found
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that abusing parents would not find it easy to stay in a job for a significant amount of 
time.
Crittenden and Ainsworth (1989) suggest that “anxious (or insecure) attachment is a 
critical concept in regard to both the origin of family maltreatment and the 
rehabilitation of families” (p 434). This would suggest therefore that attachment 
theory can provide us not only with the reasons why child abuse occurs but also can 
guide us in treating those who have been abused.
According to attachment theory the reason that some abused parents go on to abuse 
their children is due to an inability on the part of the abusing parents to incorporate 
new information into their internal representations and they therefore keep repeating 
the same patterns. Those parents who have not gone on to abuse their own children 
have been found to have formed more positive relationships since childhood and thus 
have been able to adjust their inner representational models. What attachment theory 
does not explain is how some were unable to form more positive relationships and 
therefore add new information and others were able to. Further research is obviously 
needed to determine what factors underlie this unexplained discrepancy. It may be 
interesting to look at the degree of abuse that somebody has suffered. It is possible 
that the more severe the abuse, the harder it would be for the person to change their 
inner representational models.
Attachment theoiy does suggest that if someone who has suffered poor attachments 
and possible abuse later forms more secure attachments this will break the cycle. This 
would be a contribution to clinical practice, as it would suggest that to prevent abuse 
from happening people should be encouraged and enabled to foster secure 
attachments vdth another through successful therapy. Bowlby (1980, cited in Belsky, 
1993) also suggested that if the parent does not remember abusive experiences which 
happened to them as a child or integrate those memories then abuse is more likely to 
recur. What is unclear is what causes some people to be able to move on and form 
more supportive relationships and others not to. It has been suggested that schooling 
can have an effect and even that physical attraction can play a role in helping a 
woman to form more positive relationships. However once again we are left
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questioning which factor is causal as if a woman has more support she may have more 
motivation to make herself look more physically attractive.
Criticisms of the intergenerational transmission theory as an explanation of child 
abuse are that it focuses very much on the mother-child dyad, putting all 
responsibility on the primary caregiver and therefore is a causative model. The child’s 
role or those of the wider family and cultural system are not taken into account. It 
begins to look at why some people go on to abuse and others do not but as yet does 
not fully explain this discrepancy.
A social psychological critique would highlight the importance of looking at 
interactions between people as a way of explaining the occurrence of child abuse. 
Cultural and social-structural approaches would critique the fact that the society in 
which the abuse takes place has not been taken into account. They might suggest that 
a culture of violence and corporal punishment could lead to parents being open to 
abusive child-rearing practices not only at home but also at school which could effect 
how they go on to parent their own children.
This theory has contributed to clinical practice by highlighting the importance of 
secure attachments and the fact that if they can be built in later life this can be a 
protective factor. It helps us to know that if a parent who has been abused can be 
helped to make sense of their experiences in therapy it may also protect then from 
being abusive towards their children.
Caution must be used when discussing the intergenerational transmission of abuse as 
if the evidence is not evaluated properly dangerous assumptions could be made that 
because a parent was abused that they will go on to abuse their children. As has been 
seen, this is not the case and such an assumption would be very damaging.
The Developmental-Ecological Theory for the Aetiology of child abuse.
The above theories give some explanation as to why child abuse may occur but the 
intergenerational transmission hypothesis, as has been shown, can not account for all 
cases of abuse and the variation in degree of abuse. Belsky (1980) first suggested that
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an integrated approach is needed to understand all aspects of the parent, the child, the 
social context and the culture which may play a part in allowing child abuse to occur. 
Belsky’s (1980) developmental-ecological theory was drawn from an amalgamation 
of Bronfenbrenner’s (1977) model of the ecology of human development and 
Tinbergen’s (1951) scheme of behavioural development (both cited in Belsky, 1980). 
Belsky (1980) described the four following areas as being important to consider;
1) Ontogenic development. This represents the parents, their personalities, their 
psychological resources, stresses and their past experiences which they bring with 
them into the parenting role. The intergenerational hypothesis is therefore integrated 
to some extent into this aspect of the theory. Belsky (1993) highlights the fact that 
parents will have different stress thresholds. Parents who are known to be maltreating 
their children have been found to be more physiologically reactive to the tape- 
recorded sound of a crying child than non-maltreating parents and will become more 
easily irritated. It has also been suggested that if a parent has an attributional style 
which means that they feel very little personal control, it can effect their perception of 
the child’s behaviour, for example seeing their crying as threatening rather than as a 
natural attempt to gain attention (Belsky, 1993). These attributions will have an effect 
on interactions between the caregiver and their child.
Belsky (1980) also highlights the importance of child characteristics when looking at 
why some parents abuse and others do not. As interactions occur between parent and 
child, both parent and child characteristics will be having an effect. There have been 
studies looking at the evidence for higher degrees of maltreatment in children who 
were premature and of low birth weight and it is thought that these physical health 
factors may be more abuse-eliciting as the child is likely to be less responsive and to 
cry more. It has been found to be easier for parents to over or understimulate 
premature babies thus possibly setting up an unhealthy pattern from an early age 
(Belsky &Vondra, 1989). The theory that child characteristics have a role to play is 
backed up by research evidence that when interventions were aimed at helping 
mothers to interact sensitively with their children, the children’s behaviour changed 
thus eliciting more positive behaviour from the parent (Crittenden, 1985 cited in 
Belsky, 1993).
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Additionally, Finkelhor (1995) has focused on how child factors have an influence on 
whether they are likely to be abused and the probable impact of that abuse. He 
suggests that as children change developmentally it can cause them to become more 
or less vulnerable to abuse, as they grow, become stronger or are at more difficult 
stages temperamentally.
2) Microsystem. This represents the immediate family setting, therefore not only the 
interactions between the primary caregiver and the child but also the protective or 
stressful effects of a partner or other children. As discussed above, in all parent child 
interactions it is difficult to extract whether parent or child factors play more of a role 
but is it important to consider how both of these may be effecting the picture 
observed. The match between child characteristics and parental resources needs to be 
considered, as does the whole family environment. Studies have shown the interaction 
patterns within abusing and non-abusing families to be quite different. In abusing 
families, there was less interaction between family members and mothers showed 
40% less positive interactions and 60% more negative behaviour (threats and 
complaints) than control mothers did (Burgess & Conger, 1978 cited in Belsky, 
1980). Burgess and Conger went on to find that the children in these households 
showed 50% more negative behaviour than the children in the control families. It 
would be difficult to extract whether these differences are due purely to parental 
characteristics and to what extent child characteristics may have played a role. A 
model looking purely at the effects of the mother on the child therefore would be 
lacking.
It has been suggested that physically abusive exchanges may be the consequence of a 
misdemeanour on the part of the child, occurring at the same time as other stresses in 
the parents’ life. For this to occur however Feschbach & Feschbach (1974, cited in 
Belsky, 1980) have suggested that as well as violence being the parents’ learnt way of 
coping with stressful situations, the parent is likely to have a lack of empathy for the 
child and not be discouraged from their activity by the pain felt by their child.
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3) Exosystem. This represents the immediate social environment, which will impinge 
upon the microsystem. It has been found that there is a higher incidence of child abuse 
in families living in unfavourable conditions and that isolation from support systems 
can be a major factor, therefore a protective factor would be the availability of 
community supports and of family and friends nearby. There is a debate as to whether 
families who abuse do not receive support form the communities around them or 
whether they themselves may be instrumental in their lack of support by shunning 
services and moving on a regular basis. This could be due to their inability to form 
positive relationships due to their past experiences. George and Main (1979, cited in 
Belsky, 1980) found that toddlers who had been maltreated were already observed to 
be more socially isolated in a nursery setting than controls by not responding to 
friendly overtures and avoiding other children. They hypothesise that children such as 
these may well go on to isolate themselves from protective factors in society because 
they lack the resources to form the relationships they need. Therefore if these families 
are to be helped, services need to find ways to reach out to these people in ways 
which will help them to accept support. Support from family and friends is thought to 
be beneficial to families in terms of support for parents as stress relief but also as an 
informal way of pointing out more positive child rearing practices.
Another exosystem factor, which has been found to effect child abuse, is 
unemployment. A father’s unemployment has been found to increase the amount of 
violence within a family. Light (1973, cited in Belsky, 1980) found that 
unemployment was the single factor which most frequently differentiated index and 
non-abusive families.
4) Macrosystem. This represents the effects of broader societal factors such as 
cultural belief systems, for example whether corporal punishment is allowed/banned 
in a country, and attitudes towards children’s rights. In Sweden corporal punishment 
has been banned and the incidence of child abuse has decreased. Belsky (1993) argues 
that if corporal punishment is condoned by a society then physical child abuse can be 
seen as behaviour along the normal continuum and it is less easy for services to 
determine what is or is not abuse.
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It is unavoidable that what is happening in the macrosystem will have an effect on 
what happens in individual familial situations, for example the political climate, a 
national recession, level of governmental support for one-parent families, will all have 
an effect on the stress levels and well-being of parents and their ability to cope with 
the naturally demanding job of childcare.
The above areas can be drawn together into Belsky and Vondra’s (1989) multifactoral 
process model which shows many pathways by which child development occurs and 
thus through which stresses could cause problems to occur. Child maltreatment 
occurs, according to Belsky and Vondra (1989), only when risk factors outweigh 
compensatory influences. Belsky (1993) emphasises that all of these factors will be 
‘contributing not determining agents’.
Social
Network
Work
ParentingPersonality
Marital
Relations
Developmental
History
Child
Characteristics
Child
Development
Figure 1: Belsky and Vondra’s (1989) Process Model
The above diagram shows visually how many factors will effect the child’s ultimate 
development. Possibly the diagram needs to be put inside a large box labelled 
‘macrosystem’ as this does not seem to have been included.
Due to the all-encompassing nature of Belsky’s developmental-ecological 
perspective, it can make a large contribution to our understanding of the different 
factors that may be protective or predictive of child abuse. It forces clinicians to think
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about transactional relationships rather than unidirectional ones i.e. from caregiver to 
child. The model also contributes clinically by raising clinicians’ awareness of the 
many possible contributory factors to consider when working with people where 
abuse may be an issue. It highlights the importance of attempting to decrease stress 
and increase psychological or support resources in all four areas of influence. This 
however, may be easier said than done. An individual clinician may be able to 
intervene by looking at the parent and child characteristics and the family system, if 
the family is happy for this to happen, however their powers are limited when it 
comes to the exosystem and the macrosystem. For situations to change at these levels 
calls not only for multi-agency working and lobbying for government resources for 
increasing community support services for example but also for continued research to 
push changes of values and policies. This is possible however as has been 
demonstrated by the banning of corporal punishment in schools in this coimtry. The 
model presents clinicians and services with the challenge to come up with innovative 
ways of giving those people who may be thought to be ‘at risk’ and who may not find 
it easy to use services the support that they need to prevent the possibility of child 
abuse occurring.
The developmental-ecological model would suggest that there is no single solution to 
the problem of child maltreatment and therefore that there must be a variety of targets 
for intervention. Research should now focus on which interventions work best to 
increase protective factors in families. From this research more knowledge about the 
interactions of contributing factors should be attained.
Although two different perspectives on the aetiology of child abuse have been 
reviewed in this essay it has become apparent that the first can contribute to the 
second and that the developmental-ecological perspective includes many different 
theories. This complicated multifactoral model however does seem necessary for 
beginning to understand this complex subject.
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Older Adults Essay
Discuss the Use and Effectiveness of Cognitive Behavioural Therapy for 
Emotional Disorders in People with Dementia
This essay will begin by discussing the terms Cognitive Behavioural Therapy (CBT), 
Dementia and Emotional Disorders. It will then go on to look at how CBT has been 
used with this client group and finally to discuss how the effectiveness of this therapy 
can be evaluated.
Cognitive Behavioural Therapy
CBT was first described by Beck in 1967 (Hawton, Salkovskis, Kirk & Clark, 1989) 
for the treatment of depression. The therapy is based on the theory that it is a person’s 
belief about a situation which causes them distress rather than the situation itself. 
These beliefs or negative automatic thoughts are thought to be due to the person’s 
underlying dysfunctional assumptions about themselves, the world and the future, 
known as the cognitive triad. The aim of therapy is to modify these beliefs and 
dysfunctional assumptions or schema. This is done in a collaborative manner by using 
cognitive restructuring and also behavioural experiments in order to test out beliefs.
Since the development of CBT for depression the model has been applied to many 
other psychiatric problems such as anxiety disorders, psychosis and eating disorders 
(Grant & Casey, 1995). The majority of research regarding the effectiveness of CBT 
has been with younger adult mental health populations however it has also been 
adapted for use with people with learning disabilities and with children.
Dementia
ICD-10 describes dementia as “a syndrome due to disease of the brain, usually of a 
chronic or progressive nature, in which there is disturbance of multiple higher cortical 
functions, including memory, thinking, orientation, comprehension, calculation, 
learning capacity, language, and judgement. Consciousness is not clouded. 
Impairments of cognitive function are commonly accompanied, and occasionally 
preceded, by deterioration in emotional control, social behaviour, or motivation.” For 
a probable diagnosis of dementia to be made, cognitive deficits must be severe
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enough to cause impairment in occupational or social functioning and must represent 
a decline from a previous level of functioning (Long, 2000).
The order of onset and the relative prominence of the cognitive disturbances and 
associated symptoms vary with the specific type of dementia (Long, 2000). For 
example Alzheimer’s disease is characterised by an insidious onset and gradual 
decline whereas vascular dementia has an acute onset and stepwise decline. The 
majority of cases of dementia are accounted for by Alzheimer’s disease and vascular 
(formerly known as multi-infarct) dementia (Woods, 1996). It is thought that 
Alzheimer’s disease accounts for between 50-75% of the total (Long, 2000).
The full DSM IV (American Psychiatric Association, 2000) definitions of Dementia 
of the Alzheimer’s type and Vascular Dementia can be found in the table below:
Table 2: DSM-IV Definitions
Dementia of the Alzheimer* s Type Vascular Dementia
A, The development of multiple cognitive deficits 
manifested by both
1) memory impairment (impaired ability to 
learn new information or to recall 
previously learned information)
2) one (or more) of the following cognitive 
disturbances;
B.
a)
b)
c)
d)
aphasia (language disturbance) 
apraxia (impaired ability to carry out 
motor activities despite intact motor 
function)
agnosia (failure to recognise or identify 
objects despite intact sensory functions) 
disturbance in executive functioning 
(i.e. planning, organising, sequencing, 
abstracting)
The cognitive deficits in Criteria A1 and A2 
each cause significant impairment in social or 
occupational functional and represent a 
significant decline from a previous level of 
functioning.
C. The course is characterised by gradual onset and 
continuing cognitive decline.
D. The cognitive deficits in Criteria A1 and A2 are 
not due to any of the following:_____________
A. The development of multiple cognitive deficits 
manifested by both
B.
1)
2)
memory impairment (impaired ability to
learn new information or to recall
previously learned information)
one (or more) of the following cognitive
disturbances:
a)
b)
c)
d)
aphasia (language disturbance) 
apraxia (impaired ability to carry out 
motor activities despite intact motor 
function)
agnosia (failure to recognise or 
identify objects despite intact sensory 
functions)
disturbance in executive functioning 
(i.e. planning, organising, 
sequencing, abstracting)
The cognitive deficits in Criteria A1 and A2 
each cause significant impairment in social or 
occupational functional and represent a 
significant decline from a previous level of 
functioning.
Focal neurological signs and symptoms (e.g. 
exaggeration of deep tendon reflexes, extensor 
plantar response, pseudobulbar palsy, gait 
abnormalities, wealoiess of an extremity) or
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1) other central nervous system conditions that 
cause progressive deficits in memory and 
cognition (e.g. cerebro-vascular disease, 
Parkinson’s disease, Huntington’s disease, 
subdural hematoma, normal-pressure 
hydrocephalus, brain tumor)
2) systemic conditions that are known to cause 
dementia (e.g. hypothyroidism, vitamin B12 
or folic acid deficiency, niacin deficiency, 
hypercalcemia, neurosyphilis, HIV 
infection)
3) substance-induced conditions
E. The deficits do not occur exclusively during the 
course of a delirium
F. The disturbance is not better accounted for by 
another Axis I disorder (e.g. Major depressive 
disorder, Schizophrenia)___________________
laboratory evidence indicative of 
cerebrovascular disease (e.g. multiple 
infarctions involving cortex and underlying 
white matter) that are judged to be 
etiologically related to the disturbance.
D. The deficits do not occur exclusively during 
the course of a delirium.
Other forms of dementia are, Lewy Body Disease, Pick’s dementia and CJD. 
Secondary dementia may be caused by Parkinson’s disease, Huntington’s chorea, the 
HIV virus, alcoholism, head injuries and prion diseases (Meesters, 2001).
It is thought that the prevalence of dementia is approximately 5% in the over 65’s and 
20% in the over 80’s (Woods, 1996). Although dementia is usually found in people 
who are over the age of 65, Alzheimer’s disease has been found in people in their 30’s 
and dementia due to diseases such as CJD has been found in very young people. In 
these cases the progression of the illness is much more rapid (Meesters, 2001). The 
main focus of this essay however will be on older adults who are suffering from 
dementia.
Emotional Disorders in Dementia
It is only within the last ten years that people with dementia have been recognised as 
“having psychological and emotional as well as physical needs” (Cheston, 1998). 
Depression and anxiety are the two main emotional disorders thought to co-exist with 
dementia (Thompson, L., Wagner, B., Zeiss, A. & Gallagher, D., 1990). This essay 
therefore will focus on these two disorders.
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It is thought that 30% of patients with Alzheimer’s disease will meet the criteria for 
depression but that a larger percentage will have depressive symptoms (Teri & 
Gallagher-Thompson, 1991). Prevalence rates of anxiety in people with dementia are 
more difficult to ascertain due to the ambiguity in diagnosing anxiety in older people. 
Anxiety has often been labelled as ‘agitated depression’ or purely as ‘agitation’ 
therefore it may have been diagnosed as a depression or indeed some patients may 
suffer from both (Wetherell, 1998). It has been noted by some authors that 
approximately 60% of patients with dementia will present with ‘agitation’ at some 
point, however studies which have tried to research the prevalence of anxiety formally 
vary in their ratings between 9%-38% of people with dementia suffering from anxiety 
(Koder, 1998).
Wetherell (1998) suggests that many of the symptoms of anxiety may be overlooked 
and thought to be due to the dementia or to a medical illness. This could in fact 
increase the level of anxiety experienced by the patient if they think that they are 
suffering form another physical illness. These difficulties in making a diagnosis may 
be due to the fact that there is a lack of well-validated diagnostic tools for assessing 
anxiety and depression in people suffering from dementia. Most of the existing tools 
only have norms up until the age of 65 and they do not allow for the fact that many 
emotional disorders are often described in more somatic terms by older people.
Once anxiety or depression have been recognised in someone suffering from 
dementia, their cause can also be difficult to discern. As Thompson et al. (1990) 
highlight, it can be difficult to discern whether symptoms are due to organic changes 
or whether they are a secondary affect due to the loss of cognitive abilities and 
realisation that these changes are occurring. Additionally there is the possibility that 
the person was suffering from anxiety or depression before they started suffering from 
dementia and may have been chronically anxious or depressed.
It is known that psychological distress can lead to impaired cognitive abilities at any 
age. It is therefore important that if someone is suffering from depression or anxiety 
as well as dementia that the emotional disorders are treated as this could enable 
cognitive decline to be slowed down. Teri and Gallagher-Thompson (1991) suggest
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that helping someone with dementia’s depression can relieve the “excess disability” 
caused by it.
Historically, treatment has involved the use of antidepressants or ECT for depression 
and benzodiazepines for anxiety. Unfortunately the side effects of any drug therapy 
can be unpleasant for older people and benzodiazepines in particular have been shown 
to have possible negative affects on memory and other cognitive functions (Wetherell, 
1998; Koder, 1998). Therefore it is important to look at alternative therapies such as 
psychological ones.
Psvchological help for people suffering from dementia and emotional disorders.
Due to the lack of research generally into psychotherapy for older adults there are 
limited controlled research studies into psychotherapy for people suffering from 
dementia and emotional disorders. This historical lack of psychological intervention 
and therefore research is due to a number of factors.
Firstly, influential writers such as Freud suggested that “psychotherapy is not possible 
near or above the age of 50, the elasticity of the mental processes on which the 
treatment depends is as a rule lacking -  old people are not educable” (Freud, 1905, 
cited in Hanley, 1988). Secondly, there is a possible reluctance to come for 
psychological help due to patients’ beliefs about the stigma associated with 
psychological therapy (Grant & Casey, 1995). Additionally, resources in the NHS 
have rarely been diverted towards Older Adult services despite the vast increase in 
people needing these services. Specialist services have been provided for people 
under the age of 65 showing the culture of ageism in this country. It is hoped that with 
the new National Service Framework for Older People’s plans to “route out age 
discrimination” more resources will be allocated to services for this client group 
(Department of Health, 2001).
The therapies most widely written about to date for people suffering fi'om dementia 
are, reminiscence therapy, reality orientation and validation therapy (Woods, 1999). 
Most of these have been carried out in groups or are part of the ‘ward milieu therapy’ 
carried out by all members of staff. However these approaches are used with all
60
Older Adults Essay
people with dementia and are not specifically tailored to those suffering from 
emotional disorders.
Rationale for using CBT for people suffering from dementia and emotional disorders. 
Within younger adult psychology services, where short-term therapy is encouraged, 
CBT is thought of as the treatment of choice for depression and anxiety disorders. It 
would therefore seem appropriate to investigate the usefulness of this approach for 
older adults, both with and without dementia.
James (1999) has attempted to draw together a cognitive model of emotional distress
in people with dementia, based on Beck’s cognitive triad, in order to underpin
(
therapeutic work. His model has also drawn on the work of Kitwood (1997) who has 
written about the importance of thinking of the patient’s experience of their dementia. 
James (1999) described how the processing of information for people with dementia 
is affected by cognitive impairments and also by cognitive biases if the person is 
suffering from anxiety or depression. This can be seen in his model below:
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Figure 1: Conceptualisation of distress in dementia (James, 1999)
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As can be seen a person’s beliefs will affect their mood and their behaviour, thus if 
the underlying beliefs can be understood the behaviours of the person may be better 
understood as coping strategies rather than just as ‘symptoms of dementia’. For 
example a person who does not want to eat their food may hold beliefs about other 
people wanting to harm them. James has suggested that this model be used in staff 
training to help them to conceptualise patients’ difficulties. He has also used it in 
working with individual clients.
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In line with James’s (1999) model, Thompson et al (1990) suggest that “automatic 
distortions, particularly overgeneralisation, may occur more readily and function more 
powerfully when individuals have difficulty with such cognitive processes as 
remembering, reasoning, abstracting and sustaining focused attention.” Therefore 
people suffering from dementia may be more prone to developing emotional disorders 
such as anxiety or depression, based on faulty cognitions. Teri and Gallagher- 
Thompson (1991) suggest that this proneness to emotional disorders can be due to 
people with dementia focusing on the negative aspects of their situation rather than on 
their maintained abilities. It would seem therefore that a therapy based on challenging 
these negative interpretations may be beneficial.
Although it could be argued that CBT is not an appropriate intervention when people 
are experiencing negative life events which it is rational to be upset by, CBT has been 
used with patients with terminal illnesses such as cancer (Moorey, 1996). The 
emphasis in this work has been on determining which beliefs about their illness are 
realistic and which beliefs are less realistic. As Grant and Casey (1995) point out, 
people may have realistic appraisals of their very real losses/illnesses but they may 
underestimate their ability to cope with these. Therefore these specific cognitive 
distortions can be challenged in therapy. Thompson et al. (1990) explain that “CBT 
does not attempt to explain away accurate negative perceptions but, rather, helps the 
patient recognise and learn to stop negative distortions”.
In their discussion of the use of CBT for people with early Alzheimer’s Disease who 
are suffering from depression, Thompson et al. (1990) highlight the following positive 
aspects of CBT for use with this client group. It:
1) is short-term
2) is highly structured so the therapist can play an active role
3) focuses on current problems and practical issues
4) emphasises strengthening or relearning of existing problem solving skills
5) is multi-modal
Additionally CBT has no side effects or development of physical dependence as 
pharmacological interventions do (Koder, 1998).
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How CBT is used
Thompson et al. (1990) state that “one important aim of treatment is to encourage 
patients to form realistic views of their disabilities rather than unduly distorted ones. 
A secondary aim of treatment is to teach patients cognitive and social skills for 
maintaining as high a level of functioning as possible, along with ways to compensate 
for their deficits”. They are realistic that not all parts of Beck’s model of CBT will be 
used with clients suffering from dementia, however, one dysfunctional thought can be 
looked at at a time. In CBT used with this population the cognitive elements focused 
on seem to be cognitive restructuring and positive self-talk. There is little discussion 
about working with the underlying dysfunctional assumptions or about schema- 
focused therapy. However these aspects of CBT are not used with all clients in 
younger populations. Where possible both cognitive and behavioural aspects of CBT 
should be used. Grant and Casey (1995) report that behavioural experiments can help 
to produce cognitive material which would be difficult to access otherwise. Koder 
(1998) suggests that CBT for anxiety should begin with teaching relaxation 
techniques which are relatively non-threatening and can increase feelings of self- 
efficacy before the more challenging cognitive strategies are used.
As in CBT for younger adults, the patients are told about the cognitive model of 
depression or anxiety and then with the use of diaries etc. are encouraged to look at 
their dysfunctional thoughts and generate alternatives for these. The work is done 
collaboratively between therapist and client and behavioural experiments and 
homework tasks are given.
All of the descriptions of the use of CBT for older adults describe it as being more 
creative and flexible than the short-term versions used in a younger adult service. This 
is in order to ensure that the model is tailored to the person’s individual abilities. 
Thompson et al. (1990) stress the importance of knowing the clients’ cognitive 
strengths and weaknesses before commencing therapy as this can help the therapist to 
judge the accuracy of the client’s appraisals about their cognitive abilities. It can also 
aid in the understanding of process variables such as motivation and compliance 
levels (Koder, 1998).
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During therapy the following modifications have been suggested (Teri & Gallagher- 
Thompson, 1991; Thompson et al., 1990; Wetherell, 1998; Koder, 1998):
a) Therapy sessions with older people may need to be shorter due to difficulties 
with concentration. This is likely to increase the total number of sessions as 
compared to younger adult populations.
b) Information may need to be repeated from one session to the next.
c) Sessions could be tape recorded for the client to take home or notes could be 
written to help them remember the content of the session.
d) Memory cards can be used with positive alternatives to negative thoughts 
written on them to help clients to remember to challenge negative automatic 
thoughts in between sessions.
e) Information needs to be presented in multiple modalities such as oral, written, 
pictures.
f) Rather than the socratic questioning usually used in CBT, the therapist needs 
to be more directive as older adults may be more socialised to the medical 
model where they expect the ‘expert’ to tell them what to do.
g) There needs to be regular monitoring that the patient is understanding the 
therapy.
h) Work may need to focus only on one or two distortions and go over them 
many times.
i) Carers or family members can be used as “co-therapists” for example in 
exposure tasks.
When discussing the use of CBT for people suffering from dementia, it is generally 
thought that for people with mild impairments more cognitive elements can be 
included but that for those people with more severe cognitive impairments, more 
behavioural elements should be used in the intervention (Teri & Gallagher- 
Thompson, 1991). It has been suggested that interventions which place a premium on 
verbal communication, such as cognitive therapy may be most suited for patients who 
are more cognitively intact and whose emotional distress is due to their cognitive 
losses (Cheston, 1998). Grant and Casey (1995) suggest that “severe cognitive
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impairment that renders new learning impossible will make a patient unable to 
meaningfully participate in the therapy”.
However, Grant and Casey (1995) describe different types of CBT which could be 
used with people suffering from more severe dementia. These include supportive CBT 
and existential CBT. They describe supportive CBT as when the patient is 
“encouraged to behaviourally investigate whether his predictions regarding various 
activities and abilities are verified by experience.” They suggest that this could be 
carried out informally and within an in-patient ward. Therefore there is a possibility 
that well trained nurses could encourage behavioural experiments as part of a person’s 
daily routine. The aim is to increase the positive experiences of the patient which 
should lead to improved mood and more positive thoughts about the self.
The aim of existential CBT is to help the patient to come to terms with the meaning of 
their life and if they are evaluating it negatively to help them to change their thinking 
errors and to develop a less negative appraisal of it. The benefits of existential CBT 
are that it could possibly be used with people who are suffering from more severe 
short-term memory difficulties as long as they still have long-term memories of past 
achievements.
CBT has been used with younger populations both on an individual basis and in group 
work. This possibility can be explored for older adults however there is a danger in 
lumping people together as if they were a homogenous group. It has also been noted 
that groups should be relatively small to counteract the problems of impaired working 
memory and divided attention (Morris, 1994, cited in Kipling & Bailey, 1999). It has 
been suggested that people be seated in the same place each week as they may be able 
to use spatial location as memory cues. The benefits of a group may be a realisation 
that other people are experiencing similar difficulties to oneself and the chance for 
mutual support amongst group members.
Effectiveness
Before discussing any outcome studies of CBT for people suffering from dementia, it 
is important to think about what the criteria for effectiveness are. When working with
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clients without dementia, effectiveness of CBT will often be measured by a decrease 
in symptoms of depression or anxiety measured using paper and pencil psychometrics 
such as the Beck Depression Inventory (BDI) (Beck, 1988) or the Beck Anxiety 
Inventory (BAI) (Beck, 1990). Effectiveness may also be measured by changes in 
Quality of Life or Activities of Daily Living.
These measures however may not have ecological validity for an older age group as 
they may not have grown up filling in questionnaires. The patients may be prevented 
from filling them in due to physical or sensory difficulties. Many of these tests have 
not been standardised using people over the age of 65. Depression and anxiety can 
manifest themselves differently in older people and they may use different vocabulary 
to describe it, for example there may be more descriptions of somatic symptoms.
As the process of dementia is a degenerative one, although we are expecting 
emotional disorders to be relieved for an intervention to have been effective, this is 
more difficult to measure as other abilities may be declining at the same time. 
Therefore for this client group most decisions about effectiveness will depend on 
more qualitative measures such as self-report, carer reports and clinical judgement. 
For example a measure of decreasing anxiety may be the number of times a person 
goes out each week or the number of times they ring a relative in distress. These types 
of measures are unlikely to fit well into the rigid criteria needed for evaluation in 
randomised controlled trials.
As Cheston (1998) points out, it is not surprising that little real evidence has been 
accumulated regarding psychotherapy for people with dementia as clinical practice 
always precedes outcome research. As clinical practice has only involved 
psychological therapy for the last ten years or so it is a relatively new area. He also 
highlights the fact that the difficulties which are encountered in evaluating therapy for 
non-cognitively impaired clients will be added to by the fact these clients are 
cognitively impaired. It is suggested that the process be started by the publishing of 
case studies and single case experiments. It could be argued that these are better way 
of evaluation anyway as they can assess process as well as outcome. Also formal 
randomised controlled trials might disallow a flexible client-centred approach which
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is so important when working with this client group. Following a manual as is used in 
the multi-centre trials for younger adults is unlikely to work when the clients will 
have such different cognitive strengths and weaknesses and would seem somewhat 
unethical.
Some small research studies and single-case studies regarding the outcome of CBT 
for people with dementia suffering for anxiety or/and depression will now be 
discussed.
Thompson et al. (1990) discussed initial hope for the effectiveness of CBT for people 
suffering from the early stages of dementia and depression. Their treatment sample 
included people with no cognitive impairment and people with some degree of 
cognitive impairment and found 50-55% to recover from their depression and 15-20% 
to show great improvements. However there is not enough information provided to 
ascertain whether the people with cognitive impairments were part of the recovery 
group or not.
Teri and Gallagher-Thompson (1991) have seen patients with Alzheimer’s disease 
and depression for between 16-20 sessions. This team is currently working on 
controlled clinical trials which have not yet been published. Their evidence is 
therefore purely from clinical settings. They report that although dementia sufferers 
may take a while to learn the skills of CBT, they have found them useful. In their 
work they have used the BDI (Beck 1988) and the Hamilton Depression Rating Scale 
(Hamilton, 1967, cited in Teri & Gallagher-Thompson, 1991) and have found declines 
in depression after treatment. They do not discuss statistical significance. They have 
also used caregiver’s reports of ability to cope as an indication of success.
More behavioural methods such as relaxation training have been used in the treatment 
of anxiety in people with dementia with some success. Welden and Yesavage (1982, 
cited in Wetherell, 1998) found that 36 sessions of progressive muscular relaxation 
improved anxiety compared to a control discussion group. Yesavage and colleagues 
(1982, 1984 cited in Koder, 1998) have found an increase in scores on recall tasks
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following relaxation training however these improvements were not sustained over 
time.
A single case study by Haley (1983) is discussed by Koder (1998) in which a lady 
suffering from anxiety and moderate dementia was taught relaxation and gradual 
exposure which allowed her to gradually increase the time she was able to spend 
alone. Wetherell (1998) also cited a case example by Marston (1995) of a lady 
suffering from anxiety and depression with a significant degree of cognitive 
impairment who was successfully taught cognitive techniques and showed an increase 
in daily activities and appetite. She continued to use cognitive techniques two months 
after therapy without prompting. This shows that CBT can continue to have positive 
effects after the end of therapy.
Koder (1998) discusses two cases of her own. The first was of an 82 year old man 
with a 10 year history of cognitive decline. He was taught relaxation and distraction 
techniques and cognitive restructuring in 7 sessions. He was able to go out much more 
by the end of therapy and his visits to the GP had decreased from 3-weekly to none. 
Her second case example was of an 82 year old man with alcohol-related brain 
damage. He was taught relaxation techniques which he would use instead of alcohol 
with great success.
Kipling and Bailey (1999) describe a small group run for three older men with mild to 
moderate dementia and low mood and anxiety. During the group times they focused 
on the men’s maladaptive memory-related beliefs. They used pyschoeducation, 
relaxation, identifying negative automatic thoughts, generating alternatives and 
problem-solving. All three participants showed an increased ability to relax and better 
mood following the group as measured by Likert-type scales. All of the participants 
showed behavioural improvements such as going shopping and greeting people even 
if they could not remember their name. Two members showed increased scores on the 
Mini Mental State Examination, an objective measure of cognitive ability used widely 
in psychiatric services. The one patient who showed a decrease in their score died 6 
months after the group after a rapid decline in his abilities.
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Reservations regarding the application of CBT with people suffering from dementia. 
Ethically it could be argued that to ask patients to focus on what they are finding 
difficult i.e. their thoughts, could be unduly upsetting. This reservation highlights the 
importance of monitoring whether the client is understanding the rationale of the 
therapy and whether the intervention is causing any increase in levels of distress.
The wording used when doing CBT needs to be carefully thought about as it could be 
argued that telling people that the thoughts which they may have had for the last 70 
years are irrational would not be therapeutic. This could feed into already negative 
beliefs about themselves. Therefore therapy needs to be done with caution and 
sensitivity.
Although increased research into the use of CBT for emotional disorders in dementia 
is welcome, it is important not to focus solely on one-to-one interventions which can 
only be carried out by psychologists who may only be able to see the patient once or 
twice a week. This could detract from the desperate need for good overall dementia 
care which could possibly prevent the emergence of emotional disorders in the first 
place.
It is important to remember that often the difficulties may lie within the wider system, 
including the staff, carers, families and society as a whole. As James (1999) suggests, 
a cognitive conceptualisation of difficulties could be taught to all staff involved in the 
treatment of people with dementia. However there is obviously also scope for 
systemic thinking in this area.
It is possible that it would be very difficult for CBT to be carried out with some 
people fi-om ethnic minorities who in dementia may revert to their mother tongue.
Conclusions
It seems from the single case studies and small trials done to date that CBT can be 
effectively adapted for people with dementia. It is important however that this is done 
with care and that any therapeutic intervention is very person-centred. The studies
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described to date have been successful, however this could be a reflection of possible 
biases in only positive successful pieces of work being written up for publication.
It is important however that this positive start is built upon with more research and 
subsequent publications. Hopefully the focus on psychological interventions in the 
National Service Framework vrill attract more funding for research and services for 
this client group.
71
Older Adults Essay
References
American Psychiatric Association (APA). (2000). Q uick Reference to the Diagnostic 
Criteria from  DSM-IV.
Beck, A. (1988). B eck Depression Inventory (EDI). Sidcup: The Psychological 
Corporation.
Beck, A. (1990). B eck Anxiety Inventory (BAI). New York: The Psychological 
Corporation.
Cheston, R. (1998). Psychotherapeutic work with people with dementia: a review of 
the literature. British Journal o f  M edical Psychology, 71,211-231
Department of Health (2001). National Service Framework fo r  Older People, 
http://vmw.doh.gov.uk/nsf/Ddfs.nsfolderpeople.pdf
Grant, R. Sc Casey, D. (1995). Adapting cognitive behavioural therapy for the trail 
elderly. International Psychogeriatrics, 7 (4), 561-571
James, I. (1999).Using a cognitive rationale to conceptualize anxiety in people with 
dementia. Behavioural and Cognitive Psychotherapy, 27,345-351
James, I. (1999). A cognitive conceptualization of distress in people with dementia. 
Clinical Psychology Forum, 133,21-25
Kitwood, (1997). The experience of dementia. Aging and  M ental Health, 1 (1), 13-22.
Koder, D. (1998). Treatment of anxiety in the cognitively impaired elderly: can 
cognitive-behavior therapy help? International Psychogeriatrics, 10 (2), 173-182
72
Older Adults Essc^
Hanley, I. (1988). Psychological treatment of emotional disorders in the elderly. In F. 
Watts (Ed.) New Developments in Clinical Psychology: Volume 2. The British 
Psychological Society.
Hawton, K., Salkovskis, P., Kirk, J. & Clark, D. (1989). The development and 
principles of cognitive-behavioural treatments. In K. Hawton, P. Salkovskis, J. Kirk & 
D. Clark (Eds.). Cognitive Behavioural Therapy fo r  Psychiatric Problems: A  
Practical Guide. Oxford University Press
ICD-10 Classification of Mental and Behavioural Disorders (1992.), World Health 
Organisation, Geneva.
Long, P. (1995-2000). Internet Mental Health
Meesters, C. (2001) Dementia Care and Psychological Interventions for Dementia. 
Lecture at the University of Surrey on 01.05.01.
Moorey, S. (1996). When bad things happen to rational people: cognitive therapy in 
adverse life circumstances. In P. Salkovskis (Ed.) Frontiers in Cognitive Therapy. 
Guildford Press.
Teri, L. & Gallagher-Thompson, D. (1991). Cognitive-behavioural interventions for 
treatment of depression in Alzheimer’s patients. The Gerentologist, 31 (3), 413-416
Thompson, L., Wagner, B., Zeiss, A. & Gallagher, D. (1990). Cognitive/behavioural 
treatment with early stage Alzheimer’s patients: an exploratory view of the utility of 
this approach. In E. Light & B. Leibowitz (Eds.) Alzheim er's Disease: Treatment and  
Fam ily Stress. New York. Hemisphere
Wetherell, J. (1998). Treatment of anxiety in older adults. Psychotherapy, 35 (4), 444- 
458
73
Older Adults Essay
Woods, R. (1996). Mental health problems in late life. In R. Woods (Ed.) Handbook 
o f  the Clinical Psychology ofAgeing. John Wiley & Sons Ltd., London.
Woods, R. (1999). Psychological “therapies” in dementia. In R. Woods (Ed.) 
Psychological Problems o f  Ageing; Assessment, Treatment and Care. John Wiley & 
Sons Ltd., London.
74
SPECIALIST ESSAY
Is PsYchodvnamic Psychotherapy in the Treatment of Children with Autism Justified? 
Critically Discuss with Particular Reference to the 
Aims and Techniques of such Therapy.
April 2002 
Year III
75
Specialist Essay
Is Psychodynamic Psychotherapy in the Treatment of Children with Autism Justified? 
Critically Discuss with Particular Reference to the Aims and Techniques of such
Therapy.
There is much debate regarding the treatment and even the treatability of children 
with autism. This essay will focus on psychodynamic psychotherapy as one of the 
treatment choices, with the main focus being on the aims and techniques of therapy. 
The question of whether the approach is justified will be discussed by comparing it 
with the current treatment approach of choice, behavioural therapy. Other therapies, 
such as music therapy and movement therapy, are used successfully in the treatment 
of children with autism, though these vrill not be discussed.
Firstly, the terms in the title will be discussed, followed by a definition of autism. 
‘Treatment’ is defined as ‘the medical or surgical care of a patient’ (Collins, 1993). 
There is some disagreement as to whether ‘treatment’ has to result in cure and 
therefore whether this word can be used in the case of autism (Lee, 2002). Reid 
(1999a) points out that people are treated for incurable physical illness, thus 
suggesting that the term ‘treatment’ can be used if you are not expecting a full cure 
and, therefore, can be used with autism. An ‘aim’ is defined as ‘an intention or 
purpose’ and a ‘technique’ as ‘a skill’ (Collins, 1993). Therefore, this essay will look 
at the intentions of each type of therapy and the skills therapists use to reach them. To 
conclude it will assess whether the techniques reach the planned aims and follow this 
with a discussion as to whether the psychodynamic approach is justifiable when 
compared with its more readily accepted counterpart, behavioural treatment. For a 
therapy to be justified, it will need to be seen as valid, i.e. doing what it claims to do. 
The therapy benefits will also need to outweigh any treatment disadvantages or costs.
Throughout this essay the terms psychodynamic and psychoanalytic psychotherapy 
will be used interchangeably.
Definition of Autism
Autism was first described by Kanner in 1943 and by Asperger in 1944. Although 
each child with autism is unique, an underlying triad of impairments has been found
76
Specialist Essay
in most children with autism. This triad was first described by Kanner and was 
confirmed by Wing and Gould’s (1979, cited in Carr, 1999) study of 35,000 children 
in Camberwell. The triad of impairments are:
1. Severe social impairment.
2. Severe communication difficulties, both verbal and non-verbal.
3. Absence of imaginative pursuits including pretend play, with the substitution of 
repetitive behaviour.
This triad has been incorporated into the DSM IV diagnostic criteria for autism 
(American Psychiatric Association, 1994).^
Autism is the most common pervasive developmental disorder (Carr, 1999). 
Approximately one third of children with autism also have learning difficulties 
(Bailey, Philips & Rutter, 1996). The prevalence rate of autism is 2-5 per 10,000 with 
a male to female ratio of 3 or 4:1. (Carr, 1999). This ratio has been shown to increase 
with increased intellectual ability (Frith, 1989), therefore girls are more likely to 
suffer from severe autism.
Research into links between autism and genetic disorders such as tuberous sclerosis 
and fragile X have shown genetic and biological factors to contribute to the 
development of autism (Bailey et al., 1996). Family links have been found, with a 3- 
7% risk of having a second child with autism (Carr, 1999). It is thought that there 
could be a common underlying neurological causal mechanism or genetic 
underpinning to both autism and epilepsy due to the finding that 20-35% of people 
with autism develop a seizure disorder (Trevarthan, Aitken, Papoudi & Robarts,
1998). Correlations have also been found between prenatal and obstetric 
complications and autism (Bailey et al., 1996).
See Appendix A for this more detailed definition of autism.
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Environmental and family factors, such as the family’s capacity to deal with a child 
with special needs, will also have an influence on the development of autism (Hughes, 
1994). Children’s early experiences have an impact on the development of their 
brains, thus making it difficult to distinguish between early neurological damage and 
the adverse effects of trauma on neurological development (Reid, 1999b). This 
follows from neurobiological evidence that the environment and caregiver behaviour 
in the early years affect the neurodevelopment of the brain (Schore, 1994). It is also 
important to consider the impact the child with autism has on its environment 
(Trevarthan et al., 1998), Therefore a multiple causation model of autism is now 
widely adhered to, even amongst psychodynamic therapists (Hughes, 1994).
The Psvchodvnamic Model and Its Understanding of Autism:
Psychoanalytic psychotherapy and theory were first established by Freud (1856-1939) 
and evolved gradually as he tried to find a way of helping his neurotic, adult patients 
(Greenson, 1974). He focused on uncovering the historical meaning of his patients’ 
symptoms using speech and free association (Greenson, 1974) and helping them to 
resolve their unconscious conflicts (Roth & Fonagy, 1996).
Most psychotherapy with children takes its basis from the theories of child 
development and the practice of either Melanie Klein or Anna Freud (Trowell, 1995). 
British Object Relations Theory (CRT) has arisen mainly from the work of Klein, 
Winnicott, Balint, Fairbaim and Bion (Likierman & Urban, 1999). CRT emphasises 
the importance of social relationships in humans and the basic need of an infant to 
form a relationship with a caregiver, as does Bowlby’s Attachment Theory (1969, 
cited in Hopkins, 1999). CRT states that an individual’s primary motivational drive is 
to establish relationship with others, with infants showing object-seeking behaviour 
from the beginning (Fairbaim, 1941, 1952 cited in Schore, 1994). The early 
relationship with a mother figure is seen as crucial for establishing the child’s internal 
representational world of its self, its ‘objects’ (important relationships internalised and 
given life of their own) and the relationships between them.
It is through relationship and the forming of the internal world that the child develops 
the ability to play, symbolise and eventually to talk. In normal development with a
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containing mother (Bion, 1962), the child learns to use symbols for the mother and to 
hold an inner representation of her as being good even when she is absent. This ability 
to hold positive and negative experiences in mind is only reached when an infant has 
been able to successfully internalise aspects of relationships. Klein (1959) called this 
state of mind the depressive position. The child will also develop transitional objects 
with which to remember the mother as he/she explores the outer world.
The underlying pathology in autism has been described as a lack of ‘intersubjectivity’ 
(Trevarthan et al., 1998) or a lack of a sense of other persons or a capacity for 
personal relatedness (Hobson, 1993; Alvarez & Reid, 1999). The impairment is 
thought to be “an impairment of the normal sense of emotionally based curiosity 
about, and desire for, interpersonal relationships.” (Alvarez & Reid, 1999, p2).
Psychodynamicists suggest that a person with autism lacks not only an understanding 
that other people have different beliefs (as the cognitive theorists do (Baron-Cohen, 
1988)) but that there are other persons separate from themselves, who might think 
about or be interested in them. The child may not have an internal representation of an 
‘object’ who may want to communicate or play with them or even who may be 
interesting to communicate or play with (Alvarez, Reid & Hodges, 1999). Therefore, 
using ORT, it can be understood that the child has difficulty moving from or tends to 
retreat to a pre-object relating stage and has difficulty internalising helpful aspects of 
their relationships with others, particularly the ability to understand how others think 
or feel.
The Behavioural Model and Its Understanding of Autism:
The behavioural model is based on learning theory which encompasses classical and 
operant conditioning and modelling. In behavioural terms, difficult behaviours may be 
learnt from the environment (perhaps being modelled by parents) or developed 
because they are rewarding for the child e.g. providing sensory stimulation or parental 
attention. If a child receives otherwise scarce parental attention when having a temper 
tantrum they learn that by having a tantrum they may get attention thus escalating the 
behaviour.
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Behaviourists understand autism as a biological and cognitive deficit which cannot be 
cured (Carr, 1999). The behavioural model does not attempt to understand the 
underlying processes causing autism but rather the behavioural sequalae of the autism.
The aims and techniques of both psychodynamic and behavioural models will now be 
discussed, first generally and then specifically for working with children with autism. 
Logically, the aims of each therapy should be targeted at what it sees as the pathology 
of autism.
Aims
Psvchodvnamic Psvchotherapv
The general aim of psychodynamic psychotherapy is that through the transference 
relationship with a therapist the person might develop insights about their internal 
world leading to psychic change (Lanyado & Home, 1999). Greenson (1974), writing 
from a more Freudian perspective described that the aims are to resolve the patient's 
neurotic conflicts and thus relieve their symptoms, including their infantile neuroses.
When the processes of containment and the internal representation of a good object 
have not occurred due either to the inability or unavailability of the parents or to 
specific difficulties within the child, or an interaction of both, the aim is for the 
therapeutic relationship to allow these processes to occur. It is aimed that through the 
child’s play and the transference and countertransference, the therapist might gain an 
understanding of the child’s internal world.
The specific aim of psychodynamic psychotherapy with children with autism is to 
change deep stmctures in the child’s mind through the therapeutic relationship, the 
transference and countertransference (Alvarez & Reid, 1999). Therapy aims to 
gradually bring the child out of their withdrawal and to move them through the 
normal developmental stages, helping them “respond to the outside world in a more 
realistic way. Autistic objects have to give place to transitional objects and finally to 
symbol fo rm a tio n ^  (Tustin, 1972, pl57- Tustin’s italics)
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Therapy also aims to increase the communication within the family (Reid, 1999a) and 
not to blame parents. This was a major criticism of early psychodynamic work 
inspired by the work of Bettelheim (1967 cited in Happe, 1994).
It is acknowledged that the aim of changing a child’s mental structures is not modest 
but if it can be achieved it is thought that there will be generalisation and improved 
functioning in other areas of the child’s life, for example in their interactions at school 
and at home (Reid, 1999a). For the approach to be justified these changes would need 
to be seen.
Behavioural Therapv
The general aims of behavioural interventions are to increase, decrease or replace 
behaviours by using reinforcement procedures or making changes to the environment.
The specific aims of behavioural interventions for children with autism are to improve 
their social functioning, help them compensate for their deficits, give them skills for 
independent living and help the family cope (Carr, 1999; Rogers, 2000). The 
interventions aim to do this by increasing and developing appropriate communicative 
and cognitive skills and reducing or replacing stereotypical, ritualistic and difficult 
behaviours (thus relieving parental stress).
The aims of the behavioural interventions are modest in comparison with those of 
psychodynamic psychotherapy, due to the underlying belief in unchangeable 
pathology. They target behaviours rather than the underlying mechanisms. However, 
there is a possibility that underlying mechanisms may be inadvertently changed by 
this approach, having similar effects to psychodynamic psychotherapy.
Techniques
Trevarthan et al. (1998) stress the importance of early intervention for children vsdth 
autism, based on the understanding that the earlier a child receives therapy, the more 
chance there is that their mental representations can be changed. Additionally, as 
Alvarez (1996) points out, years of autism will bring further consequences with the 
child losing more and more interest in the outside world. From a behavioural
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perspective, the younger a child receives intervention the less maladaptive behaviours 
will have been reinforced and the more chance there will be for early skills teaching.
Psvchodvnamic Psvchotherapv
Psychodynamic psychotherapy is often long term (lasting many years) and intensive, 
with a minimum of one session (50 minutes) a week, with a possibility of three, four 
or five for analysis.
All psychoanalytic treatment involves three main features (Alvarez & Reid, 1999):
1. The regularity and consistency of the setting,
2. The use of the transference (the patient’s attitude and relationship towards the 
therapist which is thought to offer a view as to how they relate to others),
3. The use of the countertransference (the response evoked in the therapist by the 
patient’s feelings).
In adult work the client is encouraged to use free association, saying whatever comes 
to mind, including discussing dreams. In psychoanalysis this is done whilst lying on a 
couch. Therapists are non-directive and make interpretations and links where 
necessary (Greenson, 1974). These classic aspects of psychoanalysis are used with 
children, with the additional use of play materials, first introduced by Klein, to elicit 
the child’s free associations (Trowell, 1995). For children with autism the containing 
nature of a consistent time and setting is thought to be especially important (Tustin, 
1983).
‘Classic’ psychoanalytic technique has needed to be expanded for work with children 
with autism (Alvarez, 1992). Therapists need to be aware of how valuable the autistic 
insulation can be for the child and how terrifying it might be for them to let it go 
(Tustin, 1994) as they may be using it defensively against perceived threats. Therefore 
different children need very different approaches. When working with children who 
have actively withdrawn (from contact), therapists may need to be more careful to 
avoid being intrusive, whereas when working with children that Alvarez (1996)
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describes as ‘undrawn’ (being indifferent to contact) then the therapist may need to be 
more active and lively.
Therapy is mindful of the developmental level of the child, and their possible lack of 
language. It has been observed that children may seem to fluctuate between different 
developmental levels between or within sessions (Alvarez, 1999). In order to reach 
some older children ‘baby-language’ or ‘motherese’ may need to be used by the 
therapist in the style of a mother first encouraging her baby in social interaction. 
Therapists have reached children through rhythmically tapping along to what children 
are doing rather than through language (Alvarez, 1996; Alvarez et al. 1999). The 
therapist may need to engage in soothing and calming the child and at times 
amplifying (encouraging and exaggerating) their ‘pre-attempts’ at play (Alvarez et al. 
1999). The therapist’s comments may need to be simplified and depersonalised by 
talking about states, e.g. saying ‘it is exciting’ rather than ‘you are excited’, as this 
distinction can be difficult for children with autism. Therapists may also use shorter 
interpretations containing one thought or idea at a time as the child may be unable to 
hold two thoughts in their mind at a time (Alvarez, 1996). These modifications to 
therapy demonstrate that psychotherapy is not purely a language-based therapy but is 
based on observations of early development, using the techniques that a mother does 
with her baby.
Alvarez and Reid (1999) point out the inherent difficulties in reaching a child who has 
little understanding that they are a person let alone that the therapist is a human being. 
They give examples of children with autism treating the therapist or their parents as 
an object, for example walking straight across their foot or using their hand to open 
the door. Through therapy the child is gradually encouraged not to use other people as 
autistic objects’ like this. The child is encouraged to form some mutual gaze before 
their request is granted. There is an implicit suggestion in the literature that the 
therapist and the family should try not to become entangled in the autistic routines. 
However there is a warning that if rituals seem to be object related, i.e. attempting to 
communicate with someone as a person then they should not be discouraged as the 
ultimate aim of therapy is to encourage object-relatedness (Alvarez & Reid, 1999).
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Some authors have suggested adaptations to psychotherapy such as the use of food 
and drink or a potty due to the assumption that somatic sensations are important. This 
may even include the holding of a child (Maratos, 1998). However, Tustin’s (1994) 
views disagree with this as she stated that the aim is to get the child to re-enact 
experiences in a symbolic way rather than with actual objects.
Another important aspect of psychodynamic psychotherapy with children with autism 
is the work done to support the parents. A child will be assessed in the presence of 
their parents first before having an individual assessment (Alvarez & Reid, 1999). 
This is so therapists can think with the parents about the meanings of the child’s 
behaviour and this is thought to help bring the family together. Reid (1999a) states 
that assessments are intended to be therapeutic in their own right. Parents are asked to 
keep a diary of what happens at home between assessment sessions. This is to 
encourage parents to observe their children more and to make links between what 
happens in the therapy room and what happens at home (Reid, 1999a). If a child is 
then taken on for individual therapy the parents will be seen regularly by a different 
therapist for their own support.
Behavioural Therapv
The techniques of behavioural therapy are based on operant conditioning. These 
methods have been used with children and adults with various behavioural 
difficulties. Although behavioural programmes can be put into place with the client, 
work is often done through parents or carers with weekly appointments with therapists 
directing tasks for them to work on at home and giving diary sheets to fill in.
A functional analysis of the behaviour is done to determine its antecedents and 
consequences, then changes can be made to the environment or to the way that 
behaviours are reacted to by parents. Specific behaviours will be focused on to be 
increased or decreased by reinforcement by parents or therapists. At times 
maladaptive behaviours might be replaced by more adaptive ones, for example self- 
stimulatory behaviours might be eliminated by introducing other activities which are 
also stimulatory but more socially acceptable.
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The above methods have been used with children with autism in a more intensive 
way. Lovaas (1978, 1987 cited in Trevarthan et al. 1998) introduced one of the first 
behavioural management programmes for children with autism which involved 
intensive one-to-one work with a child for 40 hours a week for up to two years, 
carried out by a team of therapists going into the home. All communicative and 
normal developmental behaviours were rewarded by food, play vrith a favourite toy or 
hugs. The original method involved the punishment of unwanted behaviours but this 
was later replaced by ignoring. The method also involved structured teaching and skill 
enhancement, again based on reinforcement of achievements.
The above method along with TEACCH and the Howlin and Rutter (1987) Home 
Based Project have been described as ‘Discrete Trial Training’ methods. More recent 
modifications teach family, peers and teachers to take on the role of therapists and 
there have been moves towards the use of more naturalistic teaching opportunities, led 
more by the child (Schreibman, 2000). The most recent focus has been on interaction 
with peers who are taught to initiate interactions with the child with autism or to 
respond when the child is prompted to initiate interaction with them (Rogers, 2000). 
Siblings have also been taught to take this role. These approaches, however, are 
complex to deliver requiring socially skilled peers and ongoing training and 
monitoring.
As can be seen there are many innovative ideas coming from the behavioural 
paradigm and others not mentioned include social skills training, video-modelling and 
visual cuing (Rogers, 2000). These all use reinforcement methods to teach or train the 
child.
Effectiveness
The evaluation of the efficacy of child therapies is complicated because childhood 
disorders change over time making it difficult to distinguish between maturational 
improvements, improvements due to therapy and improvements due to environmental 
factors such as better family functioning. There are also the ethical dilemmas of using 
control groups who may not be receiving treatment (Target & Fonagy, 1996). There is
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therefore much less research into the effectiveness of therapies for children in general 
than into adult therapies.
Within child research there are more systematic studies of behavioural or cognitive- 
behavioural therapies than psychodynamic psychotherapies (Hodges, 1999). Meta- 
analytic reviews of child psychotherapy research have shown behavioural treatments 
to have larger effect sizes generally than psychodynamic therapies. However, the 
outcome measures used often favour behavioural treatments and there are few 
psychodynamic studies in the pool available to be analysed. These are often not 
representative of psychodynamic work, being either brief or group work as opposed to 
three years of individual work (which is thought to be a good measure of effectiveness 
(Target & Fonagy, 1996)). Target and Fonagy (1996) conclude that “it is doubtful that 
child psychotherapy services can be rationally based on the findings of meta-analytic 
studies.” (p287)
Psvchodvnamic Therapv
There is little empirical evidence of the efficacy of psychodynamic psychotherapy for 
children with autism with which to make a ‘scientific’ judgement of justifiability of 
this approach. In part this is due to the difficulty of measuring internal mental 
developments in children. Claims are made that children are helped out of the autistic 
state of mind by intensive therapy (3-5 times weekly) (Maratos, 1998). There are 
many single case studies written up or brought into larger discussion papers which do 
show changes in ability in children after intensive psychotherapy, with increases in 
their ability to speak or symbolise (Shulman, 1998; Hughes, 1994; Alvarez & Reid,
1999). Hughes (1994) describes the difference in a boy with autism after 18 months of 
twice-weekly psychotherapy. Changes in his ability to communicate with her in 
therapy were mirrored in his increased levels of play at home and with other children 
and his beginning to learn at school.
The representativeness of case studies can be questioned as it seems more likely that 
clinicians will publish reports of successful rather than unsuccessful therapy. 
However, this argument could also be used about randomised controlled trials. The 
single case study approach to recounting theory and practice is widely used in the
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psychoanalytic world, giving in-depth accounts of changes and processes and 
meaning that theory and practice are inextricably woven together. This type of 
dissemination takes into account the fact that children and children with autism are so 
individual and unique that each intervention needs tailoring to that child. For 
randomised controlled trials of psychodynamic psychotherapy to take place therapy 
would need to be manualised which goes against the psychodynamic principles of 
working with what the client brings. It can also be argued that when techniques are 
still developing, it is appropriate for research to still be at the single case level.
One systematic retrospective study of psychoanalysis for children has been carried out 
at the Anna Freud Centre using the detailed case notes of 763 children treated with 
intensive and non-intensive therapy for emotional, disruptive and developmental 
disorders over four decades (Fonagy & Target, 1994; 1996; Target & Fonagy, 1994). 
They found 56% of children and adolescents who had received intensive therapy and 
44% who had received non-intensive therapy to have moved from clinical to normal 
range, with children under nine especially likely to benefit from intensive treatment 
(Fonagy & Target, 1996). They concluded that improvement was not merely due to 
maturation because the children who received intensive therapy improved more than 
those who received non-intensive therapy over the same time span. This study gave 
some of the first empirical evidence for the effectiveness of psychodynamic 
psychotherapy for children.
However, Fonagy and Target (1994) found that although children with developmental 
disorders tended to stay in therapy more, children with autism did not do well, even 
with prolonged intensive treatment. Fonagy and Target (1994) concluded, however, 
that valuable work could be done to improve their quality of life and adaptation and 
suggested that with these children the traditional methods of psychoanalysis may not 
help and that innovation and modification of the approaches may be needed. This 
concurs with the developments of other authors such as Alvarez and Reid (1999).
Unfortunately, because this study was retrospective it could not involve controls or 
comparisons and therefore could not conclusively show child analysis to be effective 
in terms of cost or in relation to other treatment modes or no treatment (Fonagy and
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Target, 1994). The fact that the study went back over forty years also means that the 
therapy this centre and others are now using with children with autism may be 
different from that used by the therapists in their study. Therefore, a study on current 
practice may yield different results. Ideally, research now needs to be both systematic 
and prospective to look at psychodynamic psychotherapy in comparison with other 
techniques. A research study is currently being carried out at the Tavistock Centre 
(Lee, 2002) using video recordings to help in the comparison of children with autism 
pre and post treatment. This study will include a control group and the videos will be 
rated by independent observers.
Behavioural Therapv
Behavioural forms of therapy have been widely researched and are more easily 
amenable to large systematic studies. In the autism field, the Lovaas approach, 
TEACCH and Howlin and Rutter’s (1987) Home-Based Project have been evaluated 
in depth and have been found to have positive results (Carr, 1999).
Lovaas (1987, cited in Target & Fonagy, 1996) evaluated his intensive programme of 
behaviour modification and found that IQ scores of his treatment group (N==19) 
increased by 20 points after treatment with die control groups’ (N=19) decreasing by 
10 points. A long term follow up of the study was undertaken (McEachin et al, 1993 
cited in Target & Fonagy, 1996) which found the differences to have been 
maintained. The programme did include aversive punishment procedures (which are 
no longer used) therefore replication of these results without those procedures is 
warranted.
Although these ‘Discrete Trial Training’ intensive interventions showed promise with 
children exhibiting increased levels of language, play and academic skills, the lack of 
generalisability of these changes was also noted (Schreibman, 2000). Problems 
included a lack of ability to generalise across situations, cue dependency and lack of 
spontaneity.
The more recent naturalistic behavioural interventions have led to more generalised 
improvements and greater positive affect in the children and their parents
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(Schreibman, 2000). In one study mothers were taught to spend time each day 
imitating their children’s play which led to increased gaze from the child to the 
mother (Dawson & Galport, cited in Rogers, 2000).
Conclusions
When assessing justifiability of approaches it is important to think about how 
different interventions fit in with a particular child and the setting in which they live. 
As Target and Fonagy (1996) point out the first choice of therapy from research 
findings may not be the most appropriate for a particular child. This is when clinical 
judgment is required, with the clinician needing to have a wide knowledge base of 
different therapeutic approaches. Schreibman (2000) points out from a review of the 
behavioural literature that there is no ‘one-size-fits-all’ treatment for children vrith 
autism. Different children may benefit from different approaches. She also points out 
that if the family can learn a treatment procedure easily they are more likely to engage 
with it.
As can be seen, with psychodynamic psychotherapy there is no Teaming’ involved 
for the parents and although three or four times weekly therapy sounds intensive, for 
some parents this may be preferable to taking on the ‘therapist* role themselves as 
vrith some of the behavioural methods. It may allow them to focus more on being a 
‘parent’ to their child with autism and any siblings.
In terms of empirical evidence it is difficult to conclude that psychodynamic 
psychotherapy is justified as compared to the well researched behavioural therapies. 
However, in terms of time-intensiveness and disruption to family life it seems that the 
intensive behavioural methods are actually more costly than intensive psychotherapy. 
They also involve a larger network of people which may allow more margin for error 
or inconsistency. Although long-term psychodynamic psychotherapy is usually seen 
as costly by the NHS it may seem preferable to parents who may have to pay for some 
of the other approaches, if not financially, then in terms of time which may involve 
them giving up work.
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Additionally, if the claims and aims of psychodynamic psychotherapy are taken 
seriously it seems far better to aim for a change to the underlying core symptoms and 
the internal mental representations. It is acknowledged, however, that there is an 
absence of appropriate outcome measures for the ambitious claims of the 
psychodynamic model. Only indirect measures have been used such as levels of 
communication, play and joint attention and the generalisation of improvements in the 
therapy room to other situations.
From the single case studies, both psychodynamic approaches and some of the newer 
behavioural interventions do seem to have generalisable effects vrith improved 
functioning in other settings suggesting that they are both reaching the aims of the 
behavioural model. It is possible, though difficult to prove, that both approaches may 
be changing the underlying mental representations even though the behavioural 
methods did not specifically intend to do that. It can be seen that the techniques of 
both approaches have evolved from their more extreme roots and that they are 
constantly being improved upon and indeed that there are some similarities in the 
current approaches including an emphasis on supporting parents.
What is apparent both from psychodynamic psychotherapy and the evolving 
behavioural methods is that an individualised approach is needed for each child, 
taking into account the system within which he/she lives. This goes against the 
manuahsed approaches which are needed for large treatment trials. It is suggested that 
the two approaches may not need to be mutually exclusive. A child who has been 
helped out of their withdrawal by psychodynamic psychotherapy may then be able to 
go on and benefit from the new innovative behavioural interventions such as peer 
support or tutoring. Therefore, at different stages and for different children there may 
be times when either approach is justified. However, it is acknowledged that more 
empirical evidence is needed to be able to justify the position of psychodynamic 
psychotherapy. It is hoped that this will be forthcoming over the next few years.
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APPENDIX A
DSM IV Definition of Autism (American Psychiatric Association, 1994)
A. A total of six (or more) items from (1), (2) and (3) with at least two from (1), and 
one each from (2) and (3):
(1) qualitative impairment in social interaction, as manifested by at least two of the 
following:
(a) marked impairment in the use of multiple nonverbal behaviours such as 
eye-to-eye gaze, facial expression, body postures and gestures to regulate 
social interaction
(b) failure to develop peer relationships appropriate to developmental level
(c) a lack of spontaneous seeking to share enjoyment, interests, or 
achievements with other people (e.g. by a lack of showing, bringing or 
pointing out objects of interest)
(d) lack of social or emotional reciprocity
(2) qualitative impairments in communication as manifested by at least one of the 
following:
(a) delay in or total lack of the development of spoken language (not 
accompanied by an attempt to compensate through alternative modes of 
communication such as gesture or mime)
(b) in individuals with adequate speech, marked impairment in the ability to 
initiate or sustain a conversation with others
(c) stereotyped and repetitive use of language or idiosyncratic language
(d) lack of varied, spontaneous make-believe play or social imitative lay 
appropriate to developmental level
(3) restricted repetitive and stereotyped patterns of behaviour, interests and activities 
as manifested by at least one of the follovring:
(a) encompassing preoccupation with one or more stereotyped and restricted 
patterns of interest that is abnormal either in intensity or focus
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(b) apparently inflexible adherence to specific, non-functional routines or 
rituals
(c) stereotyped and repetitive motor mannerisms (e.g., hand or finger flapping 
or twisting, or complex whole-body movements)
(d) persistent preoccupation with parts of objects
B. Delays or abnormal functioning in at least one of the following areas with onset 
prior to age 3 years: (1) social interaction (2) language as used in social 
communication or (3) symbolic or imaginative play.
The disturbance is not better accounted for by Rett’s Disorder or Childhood 
Disintegrative Disorder.
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Placement Summaries
CORE PLACEMENT: ADULT MENTAL HEALTH 
Dates: October, 1999 -  March, 2000 
Supervisor: Dr Jyothi Shenoy
NHS Trust: South West London and St George’s Community NHS Trust 
Base: Central Wandsworth Community Mental Health Team
The trainee worked in a multidisciplinary, outpatient community mental health team. 
Clinical work included assessments for therapy, neuropsychological assessment and 
individual interventions using the cognitive-behavioural model, including discussion 
of the psychodynamic model in supervision. The range of presenting problems 
included anxiety, depression, OCD, eating disorders and personality disorder. A 
variety of assessment procedures were used including clinical interviews, BDI and 
BAX. The trainee worked with clients covering the whole adult mental health age 
range from early 20’s to 65.
The trainee’s Service Related Research Project, looking at carer satisfaction, was 
carried out on this placement (see Research Dossier). Data collection was carried out 
at the team base, as were interviews with the keyworkers.
CORE PLACEMENT: LEARNING DISABILITIES 
Dates: April, 2000 -  September, 2000 
Supervisor: Barley Oliver
NHS Trust: South London and Maudsley NHS Trust 
Base: Lewisham Team for Adults with Learning Disabilities
The trainee worked in an outpatient community team for adults with learning 
disabilities. Clinical work included psychometric assessments to determine eligibility 
for learning disabilities services and interventions with individual clients, families, 
carers and staff groups. The trainee mainly used behavioural and cognitive- 
behavioural models but also drew on systemic thinking. The range of presenting 
problems included Asperger’s syndrome, anxiety, anger and depression as well as 
issues of loss and secondary handicap. An assessment of sexual knowledge was 
carried out and subsequent liaison work with social services regarding the
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vulnerability of a client. The trainee worked with a client with Down’s Syndrome who 
was showing signs of dementia and did some teaching of the daycentre staff team in 
order to help them to support him and other clients in their care.
CORE PLACEMENT: CHILD 
Dates: October, 2000 -  March, 2001 
Supervisor: Dr Ana Kirby 
NHS Trust: East Kent NHS Trust 
Base: Cherry Tree House, Folkestone
The trainee worked in an outpatient community team for children, adolescents and 
their families in Tier 2 and Tier 3. This involved working as part of a 
multidisciplinary team and in liaison with primary care providers such as GPs and 
health visitors. Clinical work included psychometric assessments and interventions 
with individual children and/or their parents. The trainee was introduced to the use of 
Attachment theory in formulation. The range of presenting problems included eating 
difficulties, behaviour problems, school phobia, specific learning difficulties and 
attachment difficulties. The problems were often set in a context of low socio­
economic status and very deprived living circumstances.
Regular multidisciplinary and psychology meetings were attended at which clients 
were discussed and presentations given, encouraging other team members to think in 
terms of psychological formulations. The trainee attended a day of child protection 
training and local meetings on raising awareness of domestic violence.
CORE PLACEMENT: OLDER ADULTS
Dates: April, 2001 -  September, 2001
Supervisors: Rachael Buxey, followed by Lynn Beech
NHS Trust: South West London and St George’s Community NHS Trust
Base: Merton Elderly Team, Springfield Hospital
The trainee worked as part of a multidisciplinary team, providing services to the 
community, an inpatient ward and day services. Home visits were made and a
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psychodynamic, non-directive group was run on the ward for patients suffering from 
organic illness.
Clinical work included neuropsychological assessment, interventions with individual 
clients using the psychodynamic model and work supporting carers, family and staff. 
The range of presenting problems included adjusting to terminal illness, anxiety and 
depression as well as dementia. Some joint work was done with a CPN. The trainee 
was also part of a family therapy team for older adults, being part of the reflective 
team. The trainee did some teaching of a staff group at a day centre, on understanding 
and preventing difficult behaviours.
SPECIALIST PLACEMENT:
YEAR LONG PSYCHODYNAMIC AND SYSTEMIC CHILD AND FAMILY.
Dates: September, 2001 -  September, 2002
Supervisor: Dr Sally Hodges
NHS Trust: Tavistock and Portman NHS Trust
Base: Tavistock Clinic -  Child and Family Department
This placement enabled the trainee to learn both psychodynamic and systemic models 
more thoroughly by receiving teaching in them and live supervision. A long-term 
psychotherapy case was taken on for the year and in-depth supervision was received 
on this case. The range of presenting problems included anxiety, behavioural 
difficulties, autism and dyspraxia. Some systemic family therapy was done with a 
team and a one-way screen. Psychodynamic family assessments and interventions 
were done jointly with child psychotherapists. The trainee learnt to use projective 
assessments and to interpret them.
Regular multidisciplinaiy CAMHS and autism team meetings were attended at which 
current clients were presented and discussed. The trainee also attended seminars on 
psychoanalytic theory, systems theory and projective assessments and was part of the 
autism workshop which met weekly. The trainee was part of a fortnightly reflective 
facilitated group for clinical psychology trainees on placement at the Tavistock.
101
Case Report Summary
Adult Mental Health Case Report
Clinical Report of Assessment and Intervention with a 65 year old Lady with 
Obsessive Compulsive Disorder (OCD).
Reason for referral
Ms X was referred to the community mental health team by her GP due to her 
constant obsession with cleanliness. For the 10 months preceding her referral she had 
been experiencing obsessions about other people coming to harm due to her actions. 
She had therefore started engaging in compulsive behaviours in an attempt to stop 
people from being harmed, such as checking and cleaning. She also sought 
reassurance from friends and neighbours that she had not harmed them or anyone else 
and avoided many anxiety-provoking places and situations.
Initial assessment
Ms X was assessed by clinical interviews and by using the BDI, BAI and the 
Maudsley Obsessional-Compulsive inventory. She was found to fulfil DSM-IV 
criteria for a diagnosis of OCD.
Initial formulation
Ms X’s difficulties were formulated using the cognitive-behavioural model for OCD. 
Ms X was a lady who had always been ‘a worrier’ and had high levels of 
responsibility. It was thought that the critical incident of her mother dying and her 
being unable to help had triggered the compulsive checking behaviours. Her 
avoidance of situations and her constant seeking of and gaining reassurance were 
thought to be maintaining her OCD by preventing her from receiving any information 
to disconfirm her beliefs.
Intervention
The treatment plan followed the cognitive-behavioural approach. The aim was to 
challenge her core belief of her responsibility for preventing harm. Cognitive 
restructuring using responsibility pie charts and probability tables was used to look at
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the evidence for her beliefs. Behavioural experiments in the form of exposure and 
response prevention were used to ‘test out’ her beliefs and find evidence to disconfirm 
them.
Ms X was seen for 9 sessions. The first two were held at the team base and the 
remainder were at Ms X’s home as many of her compulsive behaviours were carried 
out at home therefore the behavioural experiments were thought to be more 
appropriately carried out there.
Outcome
Ms X showed lower levels of anxiety and depression at the end of therapy. She felt 
less under the control of her obsessional fears and had started engaging in many 
activities, which she had previously avoided. She had worked on some compulsive 
behaviours independently without the therapists’ help, showing her ability to 
generalise techniques and a good prognosis for continued improvement following the 
intervention.
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Learning Disabilities Case Report
Clinical Report of Assessment and Intervention with a 21 year old Lady with 
Learning Disabilities, Displaying Anxiety and Aggressive Outbursts.
Reason for referral
Ms R was referred to the community team for adults with learning disabilities by her 
social worker, for help managing her angry feelings. She had had an aggressive 
outburst at college, which had resulted in her being physically restrained by a security 
guard. The tutor at college was also requesting advice on how to manage any similar 
incidents.
Initial assessment
Ms R was of Bangladeshi descent and had been bom and brought up in the UK. Her 
first language was English. She lived with her mother and sister and brother. She was 
assessed at home by clinical interview to determine her ability to communicate 
verbally and her concentration levels. She expressed concern over her anger and the 
possible consequences and welcomed the opportunity to explore these feelings with 
someone.
Initial formulation
It was thought that Ms R’s aggressive outbursts were due to anxiety in unfamiliar 
situations. This would start off as agitation, which would quickly escalate if 
somebody did not pick up on it and help her to calm down. She was starting to avoid 
unfamiliar situations and her mother was also very protective of her, encouraging her 
avoidance. This fed into the vicious circle of anxiety.
Intervention
The treatment plan followed a behavioural approach. The aim was to help Ms R 
notice early signs of anxiety and agitation and to apply relaxation and self- 
instructional strategies. This was done using the pictorial approach of a traffic light 
metaphor, encouraging her to stop, think and relax.
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Ms R was seen for 6 individual sessions at her home. Discussions were also held with 
her mother and liaison work was done with the college to ensure that all of her carers 
were using the same approach with her and they were encouraged to notice early signs 
of Ms R’s anxiety.
Outcome
Ms R made good progress and learnt the relaxation strategies well. Her mother 
reported that she was using this at home and that she had become more able to tell her 
mother if she was anxious leading to better communication between them.
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Child Case Report
Clinical Report of the Psychological Assessment of a 13 year old Girl Refusing to
Attend School.
Reason for referral
M was referred to the child and family psychiatry team by her GP due to her refusal to 
go to school.
Initial assessment
M was assessed by clinical interviews with her mother and alone. The reason for M’s 
school refusal was not apparent from her self-report therefore further psychometric 
testing was planned to help to determine the reason for M’s difficulties at school and 
her subsequent refusal to attend. It was thought that she could be experiencing some 
specific learning disabilities or social communication difficulties.
Assessments undertaken
Childhood Depression Inventory 
Wechsler Intelligence Scale for Children-III 
Wechsler Objective Reading Dimensions 
Wechsler Objective Numerical Dimensions 
Childhood Memory Scales 
NEPSY -  2 sub-tests.
The psychometric assessments were undertaken over five sessions at the team base. 
Assessment findings
M was found to have average verbal abilities but to experience difficulties on 
performance tasks. She had most difficulties in timed tasks, which showed anxiety to 
be a factor in her poor performances. She found it difficult to retrieve information 
from memory under test conditions. This could have been due to a retrieval problem, 
or again to anxiety. She also showed specific difficulties in her numeracy skills.
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It was clear that M experienced extreme levels of anxiety under testing conditions and 
it was thought likely that she would feel similarly at school, which probably led to her 
wanting to avoid it. It was also clear that she did not feel confident socially making it 
difficult for her to mix with other children or to ask for help.
Intervention
The findings of the testing were fed back to the school and a plan was made to 
gradually re-integrate M back to school with extra support in the classroom and extra 
tuition to help her to catch up. She would also be helped to organise her time at break 
times by joining clubs facilitated by teachers.
Outcome
M’s school took the recommendations on board and a gradual re-integration was 
planned for the next term. This started after the trainee had finished the placement.
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Older Adults Case Report 
Clinical Report of the Neuropsychological Assessment of a 79 year old Man. 
Reason for referral
Mr Z was referred to the elderly service by his GP due to changes in his mood and 
personality and his decreasing ability to perform hobbies. His wife had first observed 
these changes after an episode of ‘altered consciousness’ and they had gradually 
increased. Mr Z was less aware of or concerned by the changes, although he did 
acknowledge them.
Initial assessment
Mr Z was assessed by the team psychiatrist who found no evidence of neurological 
changes on EEG or a CT head scan. He was therefore referred on for 
neuropsychological testing to determine whether this was a functional or an organic 
illness. The trainee initially met Mr Z and his wife at their home to gather a detailed 
background history. There was no family history of dementia or psychiatric illness. 
He showed no signs of depression. It was thought that Mr Z may be suffering from 
organic difficulties, with the frontal lobes in particular being affected. The 
psychometric assessments were undertaken over a period of six weeks at his home.
Assessments undertaken
Middlesex Elderly Assessment of Mental State
National Adult Reading Test -II
Wechsler Adult Intelligence Scale-Ill UK
Wechsler Memory Scale-Ill UK
Wisconsin Card Sorting Task
Controlled Oral Word Association Test
Trail Making Test
Luria Three-step Test
Luria Alternating Hand Movements Test
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Assessment findings
Mr Z was found to be suffering from a global deterioration of his cognitive abilities as 
compared to his estimated pre-morbid intelligence. He was displaying specific 
difficulties with executive functioning suggestive of frontal lobe pathology. This was 
thought to be progressive, probably a frontal lobe dementia.
Intervention
The findings of the testing were fed back to the team and recommendations were 
made to Mr Z’s CPN. They were also fed back to Mr and Mrs Z over several meetings 
in order to support them in hearing this news and to help them to think about the 
implications.
Outcome
It was recommended that Mr Z be re-tested in one year to confirm the progressive 
nature of his illness. It was also thought that the couple might need help to move to 
more suitable accommodation. An assessment with the team occupational therapist 
was set up.
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Specialist Case Report
The Psychodynamically Informed Assessment of a 10 year old Boy with 
Behavioural Difficulties and Subsequent Family Intervention.
Reason for referral
Mark was referred to the child and family department by his GP due to his parents’ 
concerns about his behaviour following a diagnosis of dyspraxia. They also had 
concerns about his educational achievement and his lack of interest in hobbies other 
than playing his playstation.
Initial assessment
Mark and his family were assessed over six sessions using a non-directive and 
reflective style of interviewing. This was thought of as a therapeutic assessment. Mark 
was seen on his own for two of these sessions during which time the trainee did some 
projective assessments with him (the Children’s Apperception Test) and fed the 
results back to him.
Initial formulation
Mark’s difficulties were formulated using the psychodynamic model and the concepts 
of projective identification and containment. Although Mark showed a lack of 
confidence, possibly due to a lack of containment, his difficulties were thought to be 
part of a wider family picture. The parents experienced difficulty with both Mark and 
his brother’s behaviour, thus indicating the importance of a family approach rather 
than focussing intervention solely on Mark. The boys both seemed to be quite 
powerful and there was a lot of rivalry between them, with Mark’s younger brother 
achieving very well at school. Mrs G was perceived to be quite anxious and her 
anxiety was projected both into Mark and also into the trainee.
Intervention
The family were seen together for four sessions only, due to significant progress being 
made during the assessment process. This allowed them to continue reflecting in a
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containing environment, the same room and time being used for appointments. The 
parents were helped to become more in charge of their children, being clearer with 
their boundaries, and to see where they were identifying with one of them or 
projecting their own feelings onto them.
Outcome
There were behavioural indications that improvements had been made for Mark, in 
that his daily routines were more structured and he was engaging in many activities 
other than playing his playstation. He had been given the confidence to say that he 
wanted his bedroom back to himself (his brother had been sharing it), which had 
greatly improved his sleep patterns. Mrs G had been able to own some of her own 
anxieties and to understand that she may have been projecting these onto Mark. Both 
parents were spending more time with their sons in the evenings, which they felt was 
having a beneficial impact on them.
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SERVICE RELATED RESEARCH PROJECT
An Investigative Study of Informai Carer Satisfaction with 
Information. Support and General Services Received from a Community Mental
Health Team.
July 2000 
Year 1
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ABSTRACT
Background
Increased knowledge regarding carer distress and burden have led to National 
standards and local plans regarding carers being put into place. These emphasise the 
need to support carers in their own right and also to provide them with adequate 
information regarding their relative/friend’s care.
Aim
To investigate what information keyworkers currently give the carers of their clients 
and what information carers report receiving. Also to elicit any suggestions for ways 
in which the information-giving process could be improved.
Method
Eight keyworkers were interviewed regarding their current practices for giving 
information to carers of their clients. Questionnaires were sent to carers of clients 
under the care of the team. Fifteen out of thirty-seven questionnaires were returned 
and analysed.
Results
Carers were found to be receiving adequate information about certain, medical 
aspects of their relative/friend’s care. However they had received little information 
about services available for their relative/fnend or for themselves. Keyworkers from 
different professional backgrounds will give different information to carers.
Conclusion
In order for carers to be receiving adequate information, keyworkers may need to be 
updated more regularly on current legislation regarding carers. A package of 
information for carers should be devised to ensure that carers all receive the same 
basic information regardless of who their relative/friend’s keyworker is.
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INTRODUCTION
With the move from largely institutional care to community care for people with 
severe mental illness there has been an increasing awareness of the important and 
sometimes difficult role played by informal carers, usually friends and relatives. 
Internationally this has led to a large body of research into and hence greater 
awareness of carer burden and stress. Studies have shown carers of people with long 
term mental illness to show significant levels of emotional distress and psychiatric 
disorder themselves (e.g. Fadden, Bebbington & Kuipers, 1987; Vaddidi, 1996).
There has been a shift from trying to provide family therapy and education for carers 
of people with severe mental illness in order to reduce relapse rates and increase 
compliance to educating carers in their own right. Solomon (1996) highlighted that 
carers need education to increase their coping skills and confidence and to decrease 
their stress and burden. Banks and Cheesman (1999) found that carers want accurate, 
appropriately timed and accessible information about the illness or condition of the 
person they care for and what services and support are available. Twigg and Atkin 
(1994) found that lack of information has often been cited as a problem by carers.
This need to support carers has recently been made more explicit and National 
standards have been put into place to improve services for carers and to ensure that 
their individual needs are being met as well as those of their relative/ffiend. This is 
reflected in the Carer’s Act (Department of Health, 1995) and standard 6 of The 
National Service Framework for Mental Health, Caring for Carers (1999). This 
standard describes carers as ‘all individuals who provide regular and substantial care 
for a person on the Care Programme Approach (CPA)’. It states that:
a) Carers’ needs should be assessed
b) Carers should receive easy to understand information about:
-help available to them.
-services provided for the person for whom they are caring, e.g. medication, 
other treatment and care.
-information about what to do and who to contact in a crisis.
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c) A written care plan should be agreed with carers, covering their caring, physical 
and mental health needs.
d) This care plan should be reviewed annually.
These National standards are mirrored on a local level in the Wandsworth Community 
Care Plan 1999-2002 (WCCP) which states that the aim of community care services is 
to support carers to continue to carry out their caring role. A carer is described as ‘a 
person who provides unpaid assistance and support to another person’. In order to 
achieve this aim they have stated that the Authorities must ensure that carers:
a) Are kept informed about services generally and about what is happening in their 
individual case.
b) Are involved in decision making.
c) Have their own needs recognised.
d) Get emotional and practical support, particularly opportunities for a break.
Due to the fact that these standards have only recently been put into place, veiy little 
research has been done to look at what information carers are now receiving or 
whether they feel satisfied with and supported by services.
In particular, there is little research regarding what information is given to carers of 
people with severe mental illness and the level of their involvement in and satisfaction 
with services. If carers have been used to rate services, it has often been on behalf of 
their relatives rather than being asked whether services fulfil their needs as carers 
(Dening & Lawton, 1998). Some researchers (e.g. Dening & Lawton, 1998) in the 
dementia field have evaluated services for carers of older adults, for example, 
however very little has been done in the Mental Health field.
The main aim therefore of this research project was to begin to investigate to what 
extent the aims of the National and local standards of providing carers of people with 
severe mental illness with information, support and involvement in their 
relative/friend’s care were being met by a local Community Mental Health Team 
(CMHT) for adults. The focus of the project was on carers’ receipt of and satisfaction 
with information.
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The main research questions were as follows:
What is the process of giving information to carers by the keyworkers of the CMHT?
What information have the carers of clients of the CMHT received from the team?
How satisfied are carers with the information that they have received from the 
CMHT?
What suggestions do keyworkers and carers have for improving the information- 
giving process?
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METHOD
Participants
The participants were 15 informai carers of adult clients on the Care Programme 
Approach (CPA) and under the care of the Community Mental Health Team (CMHT) 
and 8 members of the CMHT who have keyworking responsibilities. The team 
members were 3 Community Psychiatric Nurses, 1 Occupational Therapist, 1 
Psychiatrist, 1 Clinical Psychologist and 2 Social Workers.
Design
This was a cross-sectional survey using questionnaires and semi-structured 
interviews.
Measures
1) Interview for keyworkers (Appendix A)
This was semi-structured, consisting of 16 open-ended questions and a checklist 
of 17 items to which participants were required to give the answers Yes, No or 
Unsure.
2) Carer questionnaire (Appendix B)
This was a self-report questionnaire, containing fixed-choice, closed questions 
regarding the amount of information carers had received and whom they had 
received it from. Six questions used Likert-type scales for carers to rate their 
degree of satisfaction with the service. Finally, two open questions enabled carers 
to make suggestions for improvements to the service.
Procedures
1) Eight CMHT keyworkers were interviewed by the researcher using a semi­
structured interview as described above. They were then asked to name clients on 
their caseload list who had an informal carer and who did not also have severe, 
long term mental health problems which were unrelated to caring for their relative 
(i.e. they were also on CPA level 2 or 3). This was done in order to identify the 
target population for the study.
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2) Forty-three clients were identified by the keyworkers. An attempt was made to 
contact all of these clients by telephone in order to explain the nature of the 
project and to obtain their consent to send a questionnaire to their carer. Eleven 
clients were unobtainable by telephone, therefore a letter was written to these 
clients explaining the nature of the project (Appendix C) and asking them to pass 
the enclosed questionnaire to their carer if they consented to the project. Six 
clients refused to consent to the project. Twenty-six clients provided consent and a 
questionnaire was sent to each of their main carers with a covering letter ensuring 
confidentiality (Appendix D).
3) In order to maximise the response rate, a second set of questionnaires was sent out 
four weeks after the first, with covering letters thanking all those who had already 
replied and asking those who had not to do so (Appendix E).
Data analysis
Descriptive statistics were performed on the data.
Ethical Approval
The chairman of the local ethics committee was written to with details of the study
and a copy of the questionnaire. A reply was received stating that formal ethical
approval was not required (Appendix F).
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RESULTS
Eight keyworkers were interviewed and fifteen (40.5%) questionnaires were returned 
from carers.
Keyworker interviews
What information did keyworkers think should be given to carers about their 
relative/friend?
Six out of 8 keyworkers stated that carers should be given information about the 
illness of their relative/friend and 5 stated that they should be given information about 
the treatment plan.
All of the keyworkers were confident that the carers of their clients would have a 
description of the client’s difficulties and between 5 and 7 of the keyworkers thought 
that the carers of their clients would know information about the client’s care e.g. 
medication, symptoms or signs of relapse.
What information did keyworkers think should be given to carers about the 
service?
All the keyworkers thought that carers should receive information about what 
professionals and services are available from the CMHT. Half mentioned giving 
information to carers about what other services can be accessed through the CMHT. 
Seven keyworkers stated that carers need to know who to contact if there is a problem 
and how.
When asked to predict, 3 of the 8 keyworkers thought that the carers of their clients 
would know who worked in or what services are available from the CMHT. All of 
them thought that the carers of their clients would know what to do if a problem 
occurred out of hours.
What information did keyworkers think should be given to carers about services 
available to carers?
Half the keyworkers mentioned that carers needed to be given information about their 
rights. One person suggested that carers should be given information about specific
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support groups, 2 that they should be told about respite care and 3 suggested that they 
should be told about a local carers group.
Half of the keyworkers thought that their clients’ carers would know information 
about services for carers.
How did keyworkers think that information should be delivered to carers?
Keyworkers all stated that it was their responsibility to give information to carers 
along with the Psychiatrist when appropriate. They reported that the information they 
gave would usually be spoken. Three said that occasionally they would then write 
things down for carers. Two keyworkers mentioned that they would give leaflets to 
people about specific illnesses and support groups.
The issue of when information should be given to carers was not agreed on by 
keyworkers. Two believed that it should be given when it is asked for. Three said that 
it should be given very early on in the process and 3 stated that information should be 
given to carers when the keyworker thought that it was appropriate
Keyworker suggestions:
Keyworkers thought that increased staffing levels were needed to be able to give more 
time to carers. They suggested written information packages, which could be given 
out to carers by keyworkers or GPs. These would contain information about the 
services, phone numbers etc. This would ensure that all carers received the same basic 
information regardless of the experience and profession of their relative/friend’s 
keyworker. Another suggestion was of setting up a multidisciplinary open support 
group for carers to come to with any queries and for discussion and support.
Carer questionnaires
What information had carers received about the care of their relative/friend?
Over 70% of carers had been given information about symptoms, diagnoses and 
medication and the name of their relative/friend’s keyworker. Sixty-seven percent 
reported that the treatment plan had been discussed with them. Fifty-seven percent
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reported that they had been regularly informed about their relative/friend’s care. Three 
carers had heard of care planning, one of whom had been involved.
What information had carers received about the service?
Eighty-seven percent of carers had received information about the location and phone 
number of the base. Eighty percent of carers had been given information about who to 
contact in a crisis. Less than half of the participants knew the hours of service of the 
CMHT, what professionals work in it and what services are available from it. Thirty- 
six percent had been given information about what to do if a problem occurred out of 
hours.
What information had carers received about the services available to carers?
Twenty-seven percent of carers had received information about services available to 
them, none had received help from any other agencies.
The information-giving process:
When information was received by carers it came from the following sources:
1) 63% from keyworkers
2) 17% from Psychiatrist
3) 13% from keyworker and Psychiatrist
4) 6% from other sources
5) 1% from OP
Six carers reported that they had had information offered to them. Five reported that 
they had had to ask for information. One carer said that they had both been offered 
information and had had to ask for it.
The majority (70%) of carers reported that they had received information verbally. 
Two carers were given leaflets as well as verbal information and 2 carers received 
information written down by the keyworker.
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Carers’ comments and suggestions:
Five people gave suggestions as to how the CMHT could improve the information 
giving process. They suggested that carers need more communication from the team, 
updating them regularly on their relative/friend’s care.
Ten respondents took the opportunity to make other comments at the end of the 
questionnaire. The main emphasis of these quotes was satisfaction with the help 
received but also a need for more information in the form of leaflets and regular 
updates on the patient’s care and any changes in policy and benefits etc.
The need for a local support group was highlighted as was the fact that large 
professional meetings can be intimidating for relatives/fnends. The personal support 
of a keyworker was much more appreciated.
Carer’s levels of satisfaction:
The overall rating of satisfaction was calculated for each participant. The bar chart 
below displays the distribution of the ratings. The lowest total level of satisfaction 
would be 6 and the highest would be 24:
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Figure 1; Chart showing participants' total levels of satisfaction.
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It can be seen that one person rated that they were very dissatisfied with every aspect 
of the service and two people rated that they were very satisfied with every aspect of 
the service. The median total level of satisfaction was 15. It can therefore be seen 
from the chart that more carers showed total levels of satisfaction above the median 
than below it.
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Figure 2: Boxplot showing the mean scores for each question separately.
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It is apparent from the boxplot above that the mean level of satisfaction for each 
question was greater than or equal to 2.5 which is the midpoint of the Likert-type 
scale used. The participants were on average least satisfied with the information that 
they received about what to do in the case of an emergency. In certain questions, for 
example the one regarding involvement in treatment, outliers may have caused the 
mean to be artificially lowered. When the person who rated that they were dissatisfied 
with all aspects of the service was excluded from the analysis, the mean level of 
satisfaction for each question was 3 = somewhat satisfied.
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DISCUSSION
The results of the present study have shown that to some extent the standards set out 
by Wandsworth Community Care Plan (WCCP) and the National Service Framework 
(NSF) are being met by the CMHT.
Carers have received information about the medical elements of their relative/friend’s 
care, the location of services and what to do in a crisis. It is interesting however that 
less than 50% of carers knew who works in the CMHT and what services are 
available from it. Only 27% had received information about services available to 
them. It is possible that this could reflect a paucity of services for carers in the area.
On interviewing the keyworkers, they volunteered many suggestions as to what 
information carers should be given about their relative/friend’s care and about the 
service. However, when asked to predict whether the carers of their clients would 
know that information, many of them were unsure. It was evident that there was no 
clear, uniform way that information that would be given to carers. It could depend on 
the profession of the keyworker, their experience or their knowledge of the local area 
and the services provided by it. For example a social worker may feel more 
comfortable about giving carers information about their rights rather than about 
medical diagnoses and somebody who has just started working in the team may not 
know whether there is a local carers group or not.
These findings highlight that although it is important to have different professionals 
within the team, all bringing their different areas of expertise, this can lead to carers 
receiving quite different services. For carers and users to be able to benefit from the 
fact that the team is multidisciplinary they need to be given information about who 
works vwithin the team and what services are offered.
It is concerning that one third of the carers reported having to ask for information. The 
majority of this information was given verbally, therefore it is possible that some of it 
may have been forgotten and therefore reported as not having been received.
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An obvious limitation of this study is the small numbers of participants, even though 
measures were taken to maximise return. It is acknowledged that the 15 carers who 
returned questionnaires are unlikely to be a true representation of all carers of clients 
of the CMHT. Carers of clients from another CMHT could possibly have been 
included to increase the sample size however this would have restricted the 
conclusions that could have been drawn regarding the practice of this particular 
service.
It is likely that language or literacy difficulties may have prevented some carers from 
filling in the questionnaires. Interviews could have been used in order to overcome 
these difficulties, using interpreters where appropriate. This however would have been 
more time consuming than this small scale project would have allowed.
It is possible that the people who replied may be those who wanted to complain or felt 
the need for change therefore they may have given a negatively biased view, or may 
have had more negative experiences than other carers who did not reply to the 
questionnaires. However, higher degrees of satisfaction than dissatisfaction were seen 
which would suggest that the people who replied were not merely doing so in order to 
complain.
Recommendations
This study has shown that the aims of the local and National standards were being met 
to some extent by the CMHT. However, a clear need was found for tighter policies on 
a team level and materials which can be used by keyworkers who have less 
experience or are new to the area to help them give the carers enough information. 
Materials could be in the form of a standard information leaflet containing all the vital 
information which each discipline would normally give to carers. As well as ensuring 
that carers all receive equal information this would raise the profile of carers and 
remind keyworkers that carers need to be given information and support in their own 
right.
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CONCLUSIONS
Despite the limitations of this study it has given an indication as to how much 
government legislation is being put into practice and information being received by 
carers of clients in this particular CMHT. It has generated some useful suggestions for 
improving the information-giving process and services for carers, which have been 
fed back to the team (Appendix G).
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Semi-structured Keyworker Interview
General
What information do you think carers need to know about the care of their 
relative/friend?
What information do you think carers need to know about the CMHT services?
How do you think this information would best be delivered to carers?
When do you think this information would best be delivered to carers?
Who do you think should be responsible for delivering this information to carers?
Personally
When a new client is referred to you;
At what point would you meet the carer?
Would a meeting be specifically arranged or would you wait until you met by chance?
What information do you as a keyworker regularly give carers about the care of their 
relative/friend?
What information do you regularly give carers about the services available to their 
relative/friend?
What information do you regularly give carers about the services available to them 
as carers?
How do you give information to the carers? (Is it spoken / written down/ leaflets / 
other)
When do you give them the information?
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Do the carers of your clients know the following information?:
Yes No Unsure
Name of keyworker.
Phone number of CMHT.
Address/directions to the CMHT.
Who works in a CMHT.
What services are available from a CMHT.
What the hours of service of the CMHT are.
Diagnosis.
Description of difficulties
Medication.
Symptoms.
Signs of relapse.
Who to contact in a crisis.
Who to contact if a problem occurs out of 
hours.
What care planning is.
What their relative/friend’s treatment plan is.
What their involvement in care planning is.
What services available to them as carers -  in 
or out of CMHT
Who in your opinion is responsible for giving the above information to carers?
When in your opinion should this information be given to carers?
For what reasons might you withhold any information from a carer?
Do you think that there are any ways in which services could be improved for carers?
Any other comments?
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QUESTIONNAIRE OF INFORMATION RECEIVED FROM CENTRAL 
WANDSWORTH COMMUNITY MENT AT HEALTH TEAM
The aim of this questionnaire is to find out whether you have received information from the Commnnity 
Mental Health Team which has helped you in your role as informal carer and how satisfied you are with 
that information.
SECTION ONE: INFORMATION RECEIVED FROM THE COMMUNITY MENTAL HEALTH TEAM
1. Have you been to the Community Mental Health Team base? Yes/No (please circle)
If not, have you been told where it is? Yes/No (please circle)
If Yes, who by? Keyworker /  Psychiatrist /  GP / Social W orker / Other (please circle)
2. Have you been given the telephone number of the Community Mental Health Team? Yes/No (please circle)
If Yes, who by? Keyworker / Psychiatrist / G P /  Social W orker / Other (please circle)
3. Have you been told what the hours of service of the Community Mental Health Team are? Yes/No (please circle) 
If Yes, who by? Keyworker /  Psychiatrist / G P /  Social W orker /  Other (please circle)
4. Have you been told what professionals work in a Community Mental Health Team? Yes/No (please circle)
If Yes, who by? Keyworker /  Psychiatrist / G P /  Social W orker /  Other (please circle)
5. Have you been told what services are available to your relative/friend from a
Community Mental Health Team? Yes/No (please circle)
If Yes, who by? Keyworker /  Psychiatrist / G P /  Social W orker /  Other (please circle)
6. Have you met your relative/friend’s keyworker? Yes/No (please circle)
If not, have you been told who their keyworker is? Yes/No (please circle)
If Yes, who by? Keyworker /  Psychiatrist / G P /  Social W orker / Other (please circle)
7. Have you been given information about your relative/friend’s diagnosis? Yes/No (please circle)
If Yes, who by? Keyworker /  Psychiatrist / G P /  Social W orker /  Other (please circle)
8. Have you been given information about your relative/friend’s symptoms? Yes/No (please circle)
If Yes, who by? Keyworker / Psychiatrist / G P /  Social W orker /  Other (please circle)
9. Have you been given information about your relative/friend’s medication? Yes/No (please circle)
If Yes, who by? Keyworker / Psychiatrist / G P /  Social W orker /  Other (please circle)
P.T.O.
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10. Have you been given information about possible signs of relapse? Yes/No (please circle)
If Yes, who by? Keyworker /  Psychiatrist / GP / Social W orker / Other (please circle)
11. Have you heard of a process called care planning? Yes/No (please circle)
If Yes, have you ever been involved in care planning for your relative/fiiend? Yes/No (please circle)
12. Was your relative/fiiend’s treatment plan discussed with you? Yes/No (please circle)
If Yes, who by? Keyworker / Psychiatrist /  GP / Social W orker /  Other (please circle)
13. Are you regularly informed about what is happening in your relative/fiiend’s care? Yes/No (please circle)
If Yes, who by? Keyworker /  Psychiatrist / GP / Social W orker /  Other (please circle)
14. Have you been given information about who to contact if you have concerns about
your relative/fiiend? Yes/No (please circle)
If Yes, who by? Keyworker / Psychiatrist /  GP / Social W orker /  Other (please circle)
15. Have you been told what to do if a problem occurs out of the hours of service of the
Community Mental Health Team? Yes/No (please circle)
If Yes, who by? Keyworker / Psychiatrist /  GP / Social W orker / Other (please circle)
16. Have you been given information about what to do in an emergency? Yes/No (please circle)
If Yes, who by? Keyworker /  Psychiatrist /  GP / Social W orker /  Other (please circle)
17. Have you been given information about services available to you as a carer either from the
Community Mental Health Team or other sources? Yes/No (please circle)
If Yes, who by? Keyworker /  Psychiatrist /  GP / Social W orker /  Other (please circle)
18. When a member of the CMHT has given you information, have you had to ask for this information or has it been 
offered to you? Information offered / had to ask for information (please circle)
19. How has the information been given to you? (please circle)
Leaflet / book /  written down by team member / spoken/ other -  please specify
P.T.O.
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:0. Is there any way that the Community Mental Health Team could improve the information-givmg process?
il. Have you received any advice or help from agencies other than the Community rtrrW
Mental Health Team? ® ^
If Yes, please specify who.
SECTION 2: SATISFACTION WITH INFORMATION RECEIVED FROM THE COMMUNITY MENTAL 
HEALTH TEAM
1. How satisfied are you with the information you have received from the Community Mental Health team about the 
Community Mental Health Team? (please circle)
Very dissatisfied Somewhat Somewhat Very satisfied
dissatisfied satisfied
2. How satisfied are you with the information you have received from the Community Mental Health team about your 
relative/fiiend’s care? (please circle)
Very dissatisfied Somewhat Somewhat Very satisfied
dissatisfied satisfied
3 How satisfied are you with the information you have received from the Community Mental Health team about what to 
do in an emergency situation, involving your relative/fiiend? (please circle)
Very dissatisfied Somewhat Somewhat Very satisfied
dissatisfied satisfied
4. How satisfied are you with the amount that the Community Mental Health team has involved you, in the planning of
your relative/fiiend’s care? (please circle)
Very dissatisfied Somewhat Somewhat Very satisfied
dissatisfied satisfied
5. How satisfied are you with the amount that the Commumty Mental Health team has involved you, in the ongoing
treatment of your relative/fiiend’s difficulties? (please circle)
Very dissatisfied Somewhat Somewhat Very satisfied
dissatisfied satisfied
6. How satisfied are you with the amount that the Commumty Mental Health team has supported you in your role as a 
carer for your relative/fiiend? (please circle)
Very dissatisfied Somewhat Somewhat Very satisfied
dissatisfied satisfied
P.T.O.
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[ would be interested to find out from you, if you have any ideas how the Community Mental Health Team could 
have better helped in your role as an informal carer for your relative/friend. Please feel free to write as little or as 
much as you like.
THANK YOU FOR YOUR HELP.
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Dear
A Surv ey of Carers Views About Information Received from The
Community Mental Health Team
My name is I am a trainee clinical psychologist, currently working
with the Community Mental Health Team. I am involved in a
project which aims to explore carers' views about the type and level of information 
they have received from the Community Mental Health
Team, in order to help them in their role as carer.
I have been unable to reach you on the telephone to ask your permission to send a 
questionnaire to your informal carer. I am therefore sending you a questionnaire with 
a covering letter. I would be grateful if you could pass them on to the person whom 
you would identify as your informal carer, if you are happy for them to fill it in. They 
can then return it to me in the enclosed stamped addressed envelope.
If you have any queries about the research please do not hesitate to contact me at the 
team base on
Thank you in advance for your help.
, Trainee Clinical Psychologist
. Community Mental Health Team
Under supervision of Di , Principal Clinical Psychologist
Communitv Mental Health Team
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Dear Carer
A Surv ey Of Carers Views About Information Received from The
Community Mental Health Team
My name is . I am a trainee clinical psychologist, currently working
with the Community Mental Health Team. I am involved in a
project which aims to explore carers views about the type and level of information they 
have received from the Community Mental Health Team, in
order to help them to care for their relative or friend.
I am writing to ask for your views about the information you have received from the 
Community Mental Health Team and how useful you found it in helping you to care for 
your relative/friend. The information which you give, along with other caregivers will be 
used to recommend improvements within the service.
1 have enclosed a questionnaire and would be most grateful if you would complete and 
return it to me. using the enclosed stamped addressed envelope. All questionnaires are 
anonymous and information will be kept confidential. No individual questionnaire 
information will be given to the Community Team.
I look forward to receiving your questionnaire. If you have any queries about the research 
or have any difficulty in filling out the questionnaire please do not hesitate to contact me 
at the team base on
Thank you in advance for your help
Trainee Clinical Psychologist 
Community Mental Health Team
Under supervision of Dr Principal Clinical Psychologist
. Communitv Mental Health Team
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Dear Carer
A Survey of Carers Views About Information Received from The
Community Mental Health Team
I am writing further to my letter of a few weeks ago asking for your help in filling out 
a questionnaire about the information you have received from the 
Community Mental Health Team.
1 would like to take this opportunity to thank all of you who have completed and 
returned their questionnaire to me. This information will be of great help in 
recommending improvements to the service offered by the 
Community Mental Health Team.
If you have yet to return a questionnaire to me, I would be grateful if you could spend 
a few minutes completing the enclosed copy of the questionnaire and return it to me 
using the enclosed stamped addressed envelope.
Once again if you have any queries about the research or have any difficulty in filling 
out the questionnaire please do not hesitate to contact me at the team base on
Thank you in advance for your help.
Trainee Clinical Psychologist 
Community Mental Health Team
Under supervision of Dr , Principal Clinical Psychologist
Community Mental Health Team
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Dear Ms
Thank you for sending me details of your proposed service related research project. I take the 
view that this is an audit which does not require a submission to the full Committee. But Tam 
very grateful to you for writing to me. It is always useful to know when audits in a sensitive 
area are taking place.
With every good wish.
Yours sincerely
Chairman
£iOcal Research Ethics Committee
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25“' April 2002
Dear. ,
Thank you for giving a presentation of your service related research on carer satisfaction 
to the Community Mental Health Team on 13^ September 2001.
With best wishes.
Yours sincerely.
Consultant Clinical rsycnologist
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How Do Values And Beliefs Affect Clinical Judgement And Therapy? A Review 
Of The Literature With A Specific Focus On Religious Beliefs.
There is a vast literature regarding how the sex, race and social class of clients may 
affect mental health professionals’ judgements of diagnosis or pathology (Abramovitz 
& Dokecki, 1977). The possibility of clinician bias against people with different 
values or beliefs has been discussed since the 1960’s when it was even suggested that 
mental health professionals could be seen as norm-enforcers, reinforcing the values 
and beliefs that they or the majority of society saw as ‘normal’ (Szasz, 1968). 
Although these claims have been hotly contested, most authors agree that therapy is 
unlikely to be completely value or bias free.
This review will focus on whether there is any evidence of bias against clients whose 
differences from their therapists are more subtle and unobservable than sex or race, 
such as their values and beliefs. There have been suggestions that clinicians may 
make biased clinical judgements about clients whose values diverge from their own. 
Gartner, Harmatz, Hohmann, Larson and Gartner (1990) have called this phenomenon 
‘ideological countertransference’. Beutler (1981, cited in Houts & Graham, 1986) 
suggests that clinical judgements are more negative when therapist values and client 
values are incongruent. The American Psychological Association (APA) explicitly 
encourages psychologists to “be aware of their own belief systems, values, needs and 
limitations and the effect of these on their work.” (APA, 1992). This review will look 
at whether these statements are backed up by research.
A simple definition of value is ‘the moral principles or accepted standards of a person 
or group’ (Collins, 1993). Some researchers have highlighted the difference between 
values and attitudes or interests, as these may be dependent on values, traits, which 
are not subject to change, and norms, which refer only to specific situations (Kelly & 
Strupp, 1992). A person’s values may originate from different sources, but one 
possibility is that they come from religious beliefs. The definition of belief in the 
dictionary is ‘opinion, conviction, religious faith, trust or confidence’ (Collins, 1993).
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This literature review will set out to evaluate the evidence for and against clinical 
psychologists’ judgements and clinical practice being affected by the values or beliefs 
of their clients. The focus will be mainly on clinical psychologists, however at times 
they may be part of a group of mental health professionals. Throughout the review the 
word psychotherapy is used to mean psychological therapy. The words therapist and 
clinician will be used interchangeably. The word psychologist will only be used to 
refer to psychologists specifically.
The review will start by looking at an overview of the research into the effects of 
values generally then it will focus on the research about the effects of religious beliefs 
and values specifically. Once these bodies of research have been evaluated, gaps in 
the literature will be pointed out and suggestions for friture research will be made.
The Effect o f Values
As early as 1953, the American Psychological Association’s code of ethics stated that 
“the values of the psychologist are expressed in his clinical relationships and that 
these can directly influence the behaviour of the client” (APA, 1953, cited in Kessel 
& McBrearty, 1967).
In America there has been more research than in the UK into the interaction between 
psychologists’ and clients’ values. Kessel and McBrearty (1967) reviewed the 
theoretical literature regarding therapists’ values on the patient and the interaction 
between therapists’ and patients’ values. They defined a value as ‘an enduring belief 
that a specific mode of conduct or end state of existence is personally or socially 
preferable’. They concluded that values are communicated to patients by therapists 
and that effective therapy is more likely to occur when therapist and patient have 
similar value orientations. However the majority of the studies that they reviewed had 
some methodological constraints, such as small sample sizes. They themselves 
highlighted the difficulty in comparing the studies due to the different methodologies 
used in each one.
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Kessel and McBrearty (1967) made the observation that therapy could be described as 
a situation where the client adopts the therapists’ values, for example in some forms 
of therapy it is explicitly expected that client values will become more like the 
clinician’s for example in Ellis’s rational emotive therapy.
They pointed out the fact there is a lot of literature regarding the issue of values in 
psychotherapy but relatively few empirical investigations to back up the authors’ 
claims. They called for analogue research using simulated therapy situations and case 
vignettes to explore the roles of values in psychotherapy.
Empirical studies 
Analogue Studies
Abramovitz, Abramovitz, Jackson and Gomes (1973) looked at 71 counsellors’ 
judgements of a vignette of a client which was varied by sex and political views. A 
politically left female was judged as having more severe psychological problems than 
her male counterpart by less liberal professionals. It was therefore concluded that the 
political views of a client can affect the judgements made by a therapist. However, as 
with all vignette studies the ecological validity of this experiment could be questioned 
and it is possible that the counsellors would not make such harsh judgements in real 
situations as they would not just be relying on a few written statements about the 
client. Abramovitz et al. (1973) acknowledge that it cannot be concluded that the 
counsellors’ judgements were merely because of the client’s political ideology but 
could also be informed by other aspects of the counsellor’s background, for example 
social class. Unfortunately, not much demographic information was gathered 
regarding the counsellors. They were however all psychologists from either 
educational or mental health backgrounds.
Abramovitz and Dokecki (1977) reviewed all clinical analogue experiments looking 
at clinician bias carried out until 1977. The early studies regarding values and beliefs 
looked exclusively at the patient’s values or beliefs but then they started looking at the 
values of the therapists as well. In their review of experiments looking at patient value 
effects, few conclusions could be made, however the politics of the client was found 
to more consistently lead to bias than any other value (Abramovitz et a l, 1973). They
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did not find any main effects for clinician values but a suggestion that “clinicians who 
espouse more traditional morals, beliefs, family ideology or treatment ideology 
occasionally evaluated patients more harshly than did their less traditional colleagues” 
(p 471). Although they did not look at religion explicitly it could be hypothesised that 
certain religious therapists could come under this description.
The studies that were reviewed did not only sample clinical psychologists, they also 
included other mental health professionals such as school psychology, nursing, 
psychiatry and social work. It could therefore be argued that the training for each of 
these professions will have come from a different value-background which could be 
the reason for the lack of definite conclusions in the research. The heterogeneity of 
samples may have obscured any interesting biases from certain professionals. Also 
some studies have relied exclusively on trainees, who may not have received training 
on value awareness at the time of the research. Abramovitz and Dokecki (1977) also 
acknowledged the fact that a lot of the research that they reviewed was carried out by 
their own research team. This could mean that a similar population was often being 
sampled. To be able to assure generalisability of results it would be helpful to see 
studies replicated by different research teams working from different areas.
Their review of the values research highlighted the difficulty with coming to any 
conclusions about the effects of values on clinical judgement because different values 
have been researched in different studies. One study finding no effect of a value on 
clinical judgement can not necessarily be generalised to make inferences about a 
different value or belief.
In a more recent review of the hterature regarding the role of values in psychotherapy, 
Kelly (1990) argued that previous reviews had included studies with inadequate 
methodology. He did not include analogue studies in his review as these ‘may draw 
generalisations from analogue to clinical reality that are unwarranted’. He used 
Rokeach’s (1975, cited in Kelly, 1990) definition of values as “an enduring belief that 
a specific mode of conduct or end state of existence is personally or socially 
preferable to another” and Rokeach’s Values Survey which was constructed from the 
definition as a referent against which to judge other papers. From a search of 100
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papers, he chose only to review the 10 most methodologically sound papers, which 
either used this definition and tool or one psychometrically similar. From these 10 he 
drew the following conclusions:
1. Patients’ and therapists’ values become more similar through therapy.
2. Convergence of values is associated with therapists’ ratings of improvement.
3. The relationship between initial value similarity and improvement is complex.
Although Kelly’s (1990) arguments for including only the more methodologically 
sound research in his review could be seen as a step towards coming to some 
conclusions in this area of research, it could also be argued that by being so exclusive 
he may have omitted some other important findings.
Non-analogue studies
Kelly and Strupp (1992) investigated the similarity between client and therapist 
values in an outpatient clinic, thus moving away from the analogue studies and 
introducing more ecological validity. They looked specifically at whether the values 
of the therapist and the patient were similar and whether the patient’s values became 
more like those of the therapist, known as ‘assimilation’, by the end of therapy. Their 
study looked at 36 client-therapist pairs. The therapists were either clinical 
psychologists or psychiatrists, all were training in time limited dynamic 
psychotherapy.
They found that ‘personal goals’ and ‘competency’ values were more likely to change 
through therapy and that if they were similar to those of the therapist then they were 
related to improvement. However similarity on ‘social goals’ or ‘morality’ values was 
not related to improvement. These goals were found to be more stable to change. This 
could suggest that there is a difference in type of value being measured here, some 
types of values possibly being more permanent than others. It could also suggest that 
therapists may be more comfortable with trying to change certain values such as 
‘competency’ values as these may link in with self-esteem but they may judge it 
unethical to try and change ‘morality’ values. The only value that therapists and 
clients differed on significantly was ‘salvation’ and they suggested that this might be 
the one value which is important to be similar on.
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Kelly and Strupp (1992) did find values to change through therapy as measured 
retrospectively by patients, however 36% of these moved towards those of therapist 
and 64% moved away. This therefore did not give more evidence to the conclusions 
that Kelly (1990) made in his review. Due to the fact that quite a range of values were 
being looked at in one survey, it is unclear as to which values became more like those 
of the therapists and which were more likely to become less like them. The authors 
acknowledged the methodological problems with the patients scoring their values at 
the beginning of therapy retrospectively. A similar study using pre and post measures 
of values would have been more methodologically sound and would be an interesting 
piece of future research.
Additionally, the study found that therapists rated as more improved those clients 
whose values more closely resembled their own at the end of therapy. However these 
ratings of improvement were not replicated by the patients themselves or independent 
clinicians rating them. This finding is concerning as it would suggest that therapists 
are not able to rate their clients’ outcome objectively and were seeing their own 
values as a signal of mental health.
The Effect o f Religious Beliefs and Values
The research into the effects of religious beliefs on therapy was not looked at 
specifically until later than the general values research. Bergin (1980) first wrote 
specifically about psychotherapy and religious values. He highlighted that when it 
comes to religion, the values of clinicians are often discrepant from those of clients. 
Surveys in America have shown clinical psychologists to be less likely to be religious 
than the general population (Gartner, 1985; Lewis & Lewis, 1985). Bergin (1980) 
argued that ‘clinical pragmatism’ and ‘humanistic idealism’ have become the main 
values held by mental health professionals. His main argument however was that 
because we now know from previous research that clinicians values have an effect on 
therapy, these values need to be discussed more openly for therapy to be ethical. He 
stated “it would be honest and ethical to acknowledge that we are implementing our 
own value systems via our professional work and to be more explicit about what we
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believe whilst also representing the value system of others” (plOl). He and others 
(Bergin, Payne & Richards, 1996) have called for a new openness about the values 
and beliefs of clinicians.
However, there have been very few empirical studies which have looked specifically 
at the issue of religious beliefs and therapy. The majority of these have been carried 
out in America and to date there is no comparative data for the UK. The few 
American studies which have explored religious bias have been inconclusive (Gartner 
etal., 1990).
Empirical studies 
Analogue studies
The majority of studies looking specifically at religious beliefs or values and clinical 
judgements have used analogue methodology and have not as yet progressed to more 
ecologically valid methodology as some of the research into other values has done.
Wadsworth and Checketts (1980) asked psychologists registered in Utah, USA, to 
diagnose four fictitious case reports which were varied on religion (Latter Day Saints 
versus Other). They found no evidence that patients’ religious affiliations influenced 
the diagnosis or that clinicians’ and patients’ religion interacted in such a way to bias 
diagnosis. However they had a low return rate (26%) giving a small sample of 
psychologists (N=60) who in effect had volunteered to take part in the study.
The results from this study would be difficult to generalise to other states/countries 
and religions. It could be hypothesised that clinical psychologists who live in Utah 
may be more open to the values of the Latter Day Saints as they are more exposed to 
them in everyday life than psychologists in other countries/states. As Lewis and 
Lewis (1985) point out merely giving someone a religious label in an experimental 
design may not prejudice people against them especially in a state where that label is 
commonplace. Although the psychologists were split into LDS (65%) and ‘other’ 
(35%), those in the ‘other’ group were not necessarily people with no religious 
background at all so therefore they may have been more understanding of religious
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beliefs than an ‘atheistic’ group. The religious beliefs of the psychologists were not 
formally measured.
Lewis and Lewis (1985) asked therapists to judge a 10-minute audiotape-recorded 
therapy session where a depressed patient showed either strong religious (Evangelical 
Christian) orientation or no religious orientation. They found therapists to rate the 
religious patient as requiring significantly fewer therapy sessions than the non­
religious patient. It is unclear as to whether this might have been because they did not 
think that the client needed it or that they would not want to work with that person for 
a long time.
They found that neither clinician’s religious affiliation nor patient’s religious 
orientation was related to the tendency to assign a particular diagnostic label to the 
patient. Again however this study was carried out in one state of USA, Iowa, which 
the authors themselves describe as conservative and to have a high prevalence of 
religious involvement. This study had a good return rate (62.6%, N =73) and had 
better ecological validity than some of the previous analogue studies. It also went one 
step further than just looking at diagnosis to consider number of therapy sessions 
needed. They did good manipulation checks to assure that therapists had been 
allocated to the right group (religious or non-religious). However the group of 
religious clinicians was a heterogeneous group of people from different religious 
backgrounds which could therefore have led to conflicting results.
It seems that the clinicians were labelled as religious or non-religious based on 
‘religious affiliation’. It is unclear as to whether that means that they actively 
practised that religion or not. Therefore it is possible that some people in the religious 
group may have been baptised for example but have no further religious beliefs. It is 
possible that they might judge a client differently to a very actively religious person.
Houts and Graham (1986) showed a video clip of a client to religious and non­
religious counselling and clinical psychologists. The client was portrayed as non­
religious, moderately religious or very religious and the clinicians were asked to rate 
therapeutic prognosis, psychopathology and attributional locus of a client’s problem.
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They found that the clinicians perceived the moderately religious client to have a 
more pessimistic prognosis and greater psychopathology than the very religious 
client. It was hypothesised that the moderately religious client’s doubt and lack of 
conviction could have led to the therapists’ judgements. However these findings 
would need to be replicated as the sample size was small (N=24) and only one client 
example was used.
This study also found a tendency for religious psychologists to attribute problematic 
behaviour to internal characteristics of a non-religious client and vice versa. Thus a 
difference in religious orientation between therapist and client may lead to an 
attribution of responsibility of the problem by the therapist to the client.
Gartner, Harmatz, Hohmann, Larson and Gartner (1990) used two real case histories, 
one with no political or religious views (non-ideological), the other coming from one 
of four different ideological groups; right-wing political, right-wing religious, left- 
wing political and left-wing religious. They found the diagnosis assigned to patients 
by clinical psychologists to be influenced by patient ideology. The ideological 
patients were more likely to be diagnosed as having obsessive compulsive disorder 
rather than generalised anxiety disorder. Obsessive compulsive disorder is not only 
more rare than generalised anxiety disorder, it is thought of as more disabling and 
difficult to treat. They also found that patients who held an extreme ideology were 
rated more negatively on four aspects of clinical judgements; empathy for client, 
pathology, stress and maturity. Gartner et al. (1990) concluded that clinicians are 
biased against patients holding extreme ideologies and that they are interpreting 
extreme ideology as a sign of pathology.
However during this study they did not differentiate between therapists’ judgements 
of extreme political or religious ideologies but treated ‘people with extreme 
ideologies’ as one group. They did not discuss whether any further analysis looked at 
whether clinicians had rated one of the four ideologies used in the study more 
negatively than any of the others.
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The sample size of this study was good (N=363), this was however only a 17% return 
rate. The group was compared on demographics to members of the Clinical 
Psychology division of the American Psychological Association and were found to be 
representative of American psychologists. This however does not mean that they 
would be representative of psychologists from any other country.
Although the above analogue studies have provided some information regarding bias 
in clinical judgements due to religious beliefs or values, they have limited ecological 
validity. Worthington, Kurusu, McCullough and Sandage (1996) point out that for 
firm conclusions to be drawn, researchers must conduct and report field studies of 
actual patients and therapists. They also have not investigated whether the therapeutic 
relationship or process would be affected by religious beliefs or values. It is possible 
that the general ‘values’ research could give some clues as to what might happen in a 
real therapy situation. For example, in Kelly and Strupp’s (1992) research, client’s 
religious and morality values were especially unlikely to change during therapy.
Worthington et al.’s (1996) ten year review of empirical research on religion and 
psychotherapeutic processes reviewed the studies mentioned above but also noted the 
lack of any studies of how religion might affect the processes or outcomes of therapy. 
They called for both religious and non-religious therapists to become familiar with 
research on processes and outcomes with religious clients as therapists need to be 
aware of who they can and can not treat effectively. They pointed out that in America, 
religion has become an acceptable part of professional training. This has not happened 
in the UK.
A more recent study carried out by Gerson, Allen, Gold and Kose (2000) looked at 
professional beliefs as well as religious beliefs of psychologists and how these might 
affect clinical judgements. Their participants would not have been blind to the 
purpose of the experiment as the participants have been in previous studies. They 
were asked to fill in questionnaires regarding their religious and professional beliefs 
and any conflict between them as well as giving a clinical judgement of two vignettes 
which were similar apart from the role of religious commitment. It was very unclear 
in this study as to how vignettes were assigned to therapists and whether there were
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equal numbers of religious and non-religious therapists receiving each of the religious 
and non-religious vignettes.
They found the psychologists to be concerned with religious beliefs and to believe 
religious issues to be important in therapy. However they did not feel adequately 
trained to deal with these issues when they arose in therapy. The participants reported 
little conflict between religious and professional beliefs which, as the authors point 
out, shows a shift from earlier research in this area, where conflicts have been 
reported by psychologists. This decrease in conflict could be due to the raised 
awareness of religious issues in psychology, especially in America.
They found that the stronger the religious beliefs of the therapist, the better the 
prognosis they gave for religious clients. They concluded that “religious beliefs 
influence clinical judgement when responding to a clinical vignette where such beliefs 
seem relevant (in that religious commitment was part of the fictional client’s scenario) 
and that they affect an optimistic judgment; yet such beliefs are not a factor when 
responding to the vignette of a non-religious patient” (p 32).
Two points need to be made from this conclusion. Firstly, this highlights the problems 
with this sort of research. It is really testing what happens when a client makes their 
religious background explicit. What has not been investigated is what happens when 
the client does not make their religious beliefs specific. There is no evidence to 
suggest that these therapists ask about it if the information is not volunteered. It is 
known that clients may be fearful of talking about their religious beliefs lest the 
clinician try to change them (Worthington et al., 1996), however their beliefs may be 
an important component of either the problem or a resource to help deal with it.
Secondly, Gerson et al.’s (2000) conclusions would suggest that clinicians are more 
optimistic about the outcome of someone with the same religious beliefs as 
themselves. It is unclear as to whether this may be because they think they will be 
able to work with them well, due to their similar backgrounds, or that they have a 
belief that religious people will improve better or have less severe difficulties. These
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areas would need to be researched in more detail, possibly qualitatively rather than 
quantitatively using more ecologically valid methods.
Conclusions
In conclusion, the research on values and religious beliefs has increased and improved 
over the last few decades, however it has mainly focused on the effects of values and 
beliefs on diagnosis. It has not looked at how these values and beliefs may affect the 
process of therapy or interventions chosen by the therapist. There is a need for more 
detailed investigation of how values and religion are dealt with in assessment, 
intervention and the therapeutic relationship in different problem contexts. To be able 
to move forward and investigate therapeutic processes and relationships, different 
methods of research may be needed. It has been seen within the ‘values’ research that 
real-life therapist-client pairs can be investigated (Kelly & Strupp, 1992). Another 
method of investigating the experiences of clients and therapists is by qualitative 
interviews. There are advantages and disadvantages of all of the methodologies. The 
more qualitative methods are less constrained by research tools, however they could 
lead to interviewees wanting to give answers that are politically correct or that please 
the interviewer. The advantages of the analogue studies are that they can allow 
participants to be blind to the researcher’s interests and to respond anonymously, 
hopefully leading to more honesty in answers. However their lack of ecological 
validity has led to some researchers discounting them completely (Kelly, 1990).
Although there has been much less research into the effects of religious beliefs 
specifically, it is encouraging to see that interest has been awakened in this area and 
recent research is being published (Gerston et a l, 2000). It is possible that researchers 
interested in looking at the effects of religious beliefs will be able to learn from some 
of the paradigms used in the general values research, for example those used by Kelly 
and Strupp (1992). They found that therapists rate better outcomes in clients whose 
values change towards their own. It would therefore be of interest to investigate 
whether a religious therapist would only rate a client as having improved if they have 
taken on some of their religious beliefs and values or whether a non-religious 
therapist would only rate a positive outcome if someone has lost some of their 
religious conviction.
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The majority of the literature reviewed has emanated from the United States, This 
may mean that it is not completely generalisable to clinical psychologists practising in 
other countries. The mixture of people from different cultural, ethnic and religious 
groups will vary greatly in different parts of the world. This could mean that in some 
countries, psychologists are more likely to be working regularly with people with 
different values and beliefs to themselves. Training courses also vary in different 
countries. Those in America now often contain teaching on religious issues, which 
might prepare them better for dealing with these issues in therapy. This is not so in the 
United Kingdom. There is therefore a great need for research studies into the area of 
values and beliefs to come from different countries especially when they are as 
culturally and religiously diverse as the United Kingdom.
Future research also needs to better co-ordinated. To date, studies seem to have been 
quite isolated, using different methodologies and different tools making it difficult to 
compare them, There has been little follow-up from one study to the next meaning 
that interesting but unexpected results of previous papers have not been replicated or 
investigated further.
As well as investigating the role of bias in therapy, future research also needs to focus 
on how to prevent therapy from being adversely affected by differences in therapist- 
client values and beliefs. Gartner et al. (1990) highlighted the point that “clinicians, 
particularly those who recognise that they themselves hold extreme beliefs, need to be 
sensitive to ‘ideological countertransference’ issues, so that they can be understood 
rather than acted out in therapy”. In America, steps have been taken to try and 
encourage clinical psychologists to think about their own values and those of their 
clients. Yarhouse and VanOrmen (1999) point out that “psychologists face the 
challenge of presenting and providing treatment to religious clients in a way that 
respects the beliefs and values that guide their lives” and they give suggestions as to 
how this can be done. These suggestions include training and discussion during 
supervision. Training for clinicians in values awareness needs to be developed and 
then evaluated.
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In America, moves have even been made to develop religious forms of therapy, for 
example religious Cognitive Behavioural Therapy (Propst, 1996). A form of Rational 
Emotive Behaviour Therapy for religious clients has recently been discussed in a 
newly published book (Nielsen, Johnson & Ellis, 2001). These moves towards 
psychologists thinking more inclusively about people with different belief systems are 
positive. However, these developments need to be fully disseminated to a wider 
audience, for example through training. The effectiveness of these and any other 
forms of therapy for people from different religious or value backgrounds also need to 
be fully evaluated by future researchers.
Although developments of new therapies for rehgious clients are a positive move 
forwards, it is important not to discount the urgent need for more research into how 
secular psychological therapy processes and relationships may be affected by 
differing or similar values and beliefs of therapists and clients.
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ABSTRACT
Title
An Exploration into the Experiences of Non-Religious Clinical Psychologists 
Working with Clients with Religious Beliefs.
Objectives
The aim of this study was to explore, in depth, the experiences and practices of non­
religious clinical psychologists when working with clients with religious beliefs. The 
main objective was to understand the meanings of different experiences and practices 
and to begin to build up an explanatory theory for these using the psychologists’ own 
accounts.
Design
The qualitative methodology of grounded theory was used in data collection and 
analysis, which were simultaneous. The data was collected through semi-structured 
interviews conducted by the researcher at the participants’ places of work.
Participants
The participants were eight qualified NHS clinical psychologists who described 
themselves as having no religious beliefs. They all worked with adults using 
Cognitive Behavioural Therapy.
Results
The psychologists discussed many different experiences and practices regarding 
working with clients with religious beliefs. There was some evidence showing their 
own personal religious backgrounds and current beliefs to influence their practice. 
They also showed uncertainty about whether discussing religious issues was within 
the clinical psychologist’s role.
Conclusions
It is concluded that psychologists with no identified religious beliefs are still 
susceptible to allowing their belief systems to impact on therapy and need to be aware
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of this possibility. The use of qualitative methodology allowed for in-depth 
understanding of the experiences of the psychologists and for an interesting 
exploratory study in this relatively new area of research in Britain.
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INTRODUCTION
Although religion “is a very pervasive part of human behaviour and experience” 
(Argyle, 2002, p26) and seems to have been “a major element in every culture in 
human history” (Belzen, 1999, p230) there is still little research about the impact of 
religious beliefs on the practice of clinical psychology in Britain. The importance but 
also the complexity of this subject has been acknowledged by Wulff (1996, p43):
“...psychologists must take religion into account if they are to understand 
and help their fellow human beings. Factoring in religion, however, is far 
more easily said than done, for in hardly any other sphere are individuals 
so cut off from one another.”
Although it can be a complicated subject, the impact of religious beliefs on therapy 
seems to be a very important and relevant area of research. This study explores 
whether and how the religious beliefs of clients affect the practice of clinical 
psychologists with no identified religious beliefs. Before discussing the background to 
this research, some definitions will be given:
Religion and Spirituality
For the purposes of this research the term ‘religion’ will be taken to mean a set of 
beliefs and practices which emanate from one of the major world religions such as 
Christianity, Judaism, Islam, Hinduism and Buddhism.
The term ‘spirituality’ is used widely in Britain today. However there does seem to be 
some lack of clarity about the differences between religion and spirituality. 
Spirituality could be described as religious practices and beliefs which do not emanate 
from a particular world religion (such as those described above). Koenig (1997) 
writes that “while spirituality includes religious belief and practice, it is a much 
broader term that extends far beyond to include New Age forms of spirituality, 
parapsychology (telepathy, extrasensory perception, clairvoyance, other psychic 
phenomena), and astrology” (p70-71 ).
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It seems that rehgion and spirituality are accepted to different degrees in Western 
society. Koenig (1997) suggests that spirituality is a much more acceptable term and 
is more popular in today’s culture. Wulff (1996) argues that the term religion “seems 
increasingly to be associated with prejudicial attitudes, violence and narrow social 
agendas” (p47) rather than focussing on positive inner qualities, which he argues has 
led to people adopting the term spirituality.
Religious Beliefs
Hoge (1996) defines religious belief as “belief in God and divine teachings as found 
in sacred writings” (p22). He specifies that it does not include a more general interest 
in religious questions or history. He uses the term ‘religious seeker’ to describe 
someone who might have strong religious interest but few definite beliefs.
The terms religion and religious beliefs have been used in this research because the 
aim has been to concentrate on the beliefs of people belonging to one of the major 
world religions. This focus was chosen due to concerns about the more negative 
image of religion discussed above and the possibility that this could lead to prejudice 
or bias within therapy.
Religion in Britain
Britain is a traditionally Christian country, which means that a large majority of the 
population will be aware of the basic Christian teachings, even if they are not 
practising Christians. As Shafranske (1996) points out, there will still be an influence 
of religion in the lives of people who have never been to church or who are atheist 
simply because they have grown up in a certain culture.
However, there have been shifts in religious trends in Britain as it has become more of 
a multi-cultural society with larger populations of people with different religious 
backgrounds (Brierley, 1999). This means that much teaching in schools today does 
not focus just on Christian teachings but has taken on more of a ‘multi-faith’ approach 
(apart from schools of a particular religious denomination). This could mean that 
people in Britain are now more aware of the basic teachings of several religions.
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Opinion poles in the 1990’s showed 67% of people in Britain to believe in God, with 
31% believing in a personal God and 8.1% of the adult population attending church 
(Brierley, 1999). Clearly therefore, not all who say they believe in God will be 
attending a church, indeed they may belong to a different religious denomination or 
none at all. Trends have been used to estimate the following numbers of active 
members of religions in the UK in 2000: 1.70 million Christians, 675, 000 Muslims, 
400,000 Sikhs, 165,000 Hindus and 88,000 Jews (Brierley, 1999).
It can therefore be seen that a large number of the British population, and therefore 
the potential clients of clinical psychologists, will be active members of a religion, 
with many others having some kind of religious beliefs or religious backgrounds. It 
has been suggested that these beliefs have the “potential to be a significant influence 
in the mental health of a person” (Shafranske, 1996, p2), implying that they are a 
valid and important area of research for clinical psychology.
The Effects of Religion on Mental Health
Religious beliefs and practices have been shown to have both positive and negative 
effects on mental health and well-being. Gartner (1996) points out that there are many 
discrepancies in the findings, largely due to different ways of measuring the effects of 
religion and the difficulties with discriminating between different types and degrees 
of religiosity.
Gartner (1996) and Koenig (1997) have both reviewed the literature, finding people 
with religious beliefs to have higher self-esteem, lower levels of depression and to be 
less at risk of suicide than those without religious beliefs. Additionally, due to the 
healthy lifestyles advocated by most religions, there are lower incidences of 
alcoholism and substance abuse. Koenig (1997) suggests that the positive effect of 
religion in people’s lives is likely to work through the system of beliefs and mental 
attitudes. For example, the belief that God is in control and that something good will 
come from all situations can be of comfort to someone who is anxious. Additionally, 
the belief in forgiveness for sins can eliminate guilt. Koenig also argues that increased 
social support and the promotion of interaction with others by religious institutions 
helps to prevent loneliness, and therefore depression, and that the emphasis in many
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religions of a focus on others and a power higher than the self leads to less 
individualism and narcissism and more care for others in the community.
However, some studies have found higher .levels of anxiety amongst people with 
religious beliefs (Gartner, 1996), which is thought likely to be due to the arousal of 
guilt over sins and worry about divine retribution (Koenig, 1997). It is also stated in 
sexual therapy literature that traditional religious backgrounds and beliefs contribute 
to sexual dysfunction. However, Gartner (1996) found little evidence for this claim.
The above research has shown there to be the possibility of both positive and negative 
effects of religion on mental health. The prevailing opinion in psychology about 
religion has not always been so, however, with some of the early psychological 
thinkers having rather negative views.
The History of Religion and Psychology
The majority of the ‘founding fathers’ in psychology wrote about religion, including 
Freud, Ellis and Jung. Freud saw religion as a purely negative phenomenon, being a 
mental illness or neurosis itself. It has been argued that Freud’s negative attitudes 
towards religious beliefs and practices have had widespread effects on the mental 
health field (Koenig, 1997). Additionally, Ellis, one of the founders of cognitive 
behavioural therapy also saw religious beliefs as pathological and therefore early 
cognitive therapy was quite hostile to the religious beliefs of the patients (Propst, 
1996). On the other hand, Jung saw religion as necessary for mental health and 
described that the underlying problem for many clients was a lack of religious outlook 
on life or a lack of meaning to life (Batson, Schoenrade & Ventis, 1993). As it can be 
seen the relationship between psychology and religion has been a complex one 
(Watts, 1996) and psychological thinkers on religion have not always agreed, in fact 
often holding quite strongly polarised views about it.
It could be suggested that this complex and sometimes difficult relationship between 
psychology and religion may in part be attributable to the fact that psychology, along 
with many other social sciences, has striven for scientific status (Brest & Keller, 
1993). It is thought, therefore, that the nature of the relationship between science and
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religion will have affected the relationship between psychology and religion (Adams, 
1995). Watts (1996) has maintained that this relationship has been complex and 
changeable over time but that the objective, reductionistic nature of science has at 
times conflicted with the more subjective nature of religion. Prest and Keller (1993) 
have argued that the desire for scientific status by the social sciences has meant a 
separation from “non-scientific spiritual constructs, metaphors and rituals (e.g. those 
of the institutionalised church)” (pl39).
Some authors have gone as far as to insinuate that there is competition between 
therapy and religion. Adams (1995) points out the “commonly held view that 
psychotherapists have taken over from priests in the latter half of the 20* Century” 
(p204). Prest and Keller (1993) suggest that an implication of the science-spirituality 
split is that “priests should stay out of therapy and therapists should stay out of 
spirituality”. Perhaps these views offer some explanation for the lack of discussion of 
religion in clinical psychology and the difficulty of the task of remaining neutral on 
this issue.
Religion and Clinical Psychology 
In the USA
The question of whether clinical psychologists can work with clients with different 
religious beliefs from their own without showing any bias or prejudice has been hotly 
contested in the USA and has been part of a much larger ‘values debate’. This debate 
has mainly been about whether values and beliefs affect clinical judgments and 
therapy (for a review see McAllister, 2001, this portfolio). In America there is now a 
general consensus that therapy is unlikely to be completely value or bias free. There 
has also been a realisation that religious beliefs in particular are important and 
therefore working with them a legitimate part of the psychologist’s role (Shafranske 
& Malony, 1990). This has led to the American Psychological Association (APA)’s 
(1992) ethical principles (cited in Bergin, Payne & Richards, 1996) including religion 
in a list of forms of diversity and encouraging self-awareness of one’s own values and 
beliefs as a therapist and their impact on therapy. Hall and Hall (1997) suggest that 
neglecting to do this can lead to therapeutic difficulties such as countertransference 
issues, acting out of therapist value conflicts and value clashes with clients.
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Many authors in the USA have discussed the importance of therapists being aware of 
their own beliefs (Hall & Hall, 1997), allowing clients to discuss their beliefs (Adams, 
1995; Haug, 1998) and considering referring clients on if they think that their beliefs 
are at odds with those of their client (Worthington, 1988). Adams (1995) discusses the 
myth of neutrality and the dangers of therapists remaining silent on issues of religion 
saying that “maintaining a neutral position generally means remaining silent on the 
issue and this may equate to rejection. With issues of gender, race and power it is 
understood that silence can be marginalizing and even dangerous.” (p202)
In fact, a Christian version of Cognitive Behavioural Therapy (CBT) has been 
developed in America by Propst (1992, cited in Propst, 1996). It is based on the 
understanding that cognitive errors can be made about both religious and secular 
beliefs. It uses theological arguments for self-monitoring and changing ways of 
thinking and will incorporate religious imagery, beliefs and behaviours into the usual 
format of CBT. For example, in anxiety-provoking situations a client might be 
encouraged to visualise Jesus being in the room with them. Propst (1996) argues that 
“it appears that the effectiveness of cognitive-behavioural therapy can be enhanced if 
aspects of the patient’s religious belief system are used to provide not only a 
motivation for self-examination, but also a challenge to some of the patients’ 
dysfunctional schemas” (p404).
In a randomised controlled trial, this Christian version of CBT was found to have 
good results with Christian clients, with more positive results when used by non­
religious therapists than by religious ones (Propst, 1996). This highlights the fact that 
a therapist does not necessarily have to hold religious beliefs of their own to 
effectively work with the beliefs of their clients.
However, Shafranske and Malony (1990), in a survey of 409 clinical psychologists in 
the USA, found that the more negatively that a psychologist viewed the religious 
experiences in their past the less likely they were to use interventions of a religious 
nature such as Christian CBT or the use of religious language, metaphors or texts. 
They found that “psychologists’ personal orientations toward religiousness and
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spirituality were the primary determinants of their clinical approach to these issues in 
professional practice” (p77). This could suggest that if a psychologist has had 
negative experiences of religion in their life, that they may not be able or willing to 
use these new religious therapies or indeed to ask about or incorporate the religious 
beliefs of their clients into therapy at all.
In Britain
The Professional Practice Guidelines of the Division of Clinical Psychology (British 
Psychological Society (BPS), 1995) do not talk about religious beliefs and how 
psychologists should work with them explicitly. It could be argued that they are 
included in the guidance about culture, under the title of ‘Values in Interventions with 
Clients’. Section 3.1.1 (p i8) states; “It is essential that psychologists pay particular 
attention to the influence of race, gender and culture in the expression of 
psychological difficulties and the professional response, and the relationship of these 
variables to accessibility and acceptability of services.”
Additionally, section 3.1.2 (p i8) goes on to say that “psychologists must ensure that 
they do not unreasonably impose their own values nor those of the institution in which 
care is being provided to clients or their carers. They are not, however, obliged to 
accept the client’s values. They must not condone those which are illegal, immoral or 
harmful to the client or others. Where there is a conflict of values, the psychologist 
must weigh up the need for the client to receive the help they are seeking against the 
risks, and may need to assist the client to find alternative sources of support and care. 
If there is a risk of significant harm as a result of a client’s intentions or beliefs, the 
psychologist must act to protect those at risk.”
Although these guidelines suggest an openness to working with clients with different 
backgrounds and highlight the importance of not imposing one’s own values on the 
client, they are still far behind the American guidelines in terms of including religious 
issues explicitly or offering any concrete guidance on how to work with them.
The importance of being aware of diversity, including religious diversity, within the 
profession and within the client population was highlighted in a recent article based
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on a discussion at the Annual Conference of Trainers in Clinical Psychology (Clare, 
Scaife & Buchan, 2002). The authors argued that “developing an awareness of 
diversity needs to be viewed as an integral component of all clinical psychology 
training and practice” (p7). They summarised by highlighting that ‘difference is 
within us’ as a profession as well as ‘out there’ and encouraged staff and trainees to 
become more aware of their own diversity and experiences and what these bring to 
the profession.
Until recently there had been very little research looking at the actual experiences of 
religious clients and practice of clinical psychologists in the UK with regards to 
religious issues. However, some qualitative studies have recently been published in 
Britain looking at the experiences in therapy of religiously committed psychologists 
and the views of potential clients.
Mitchell and Baker (2000) interviewed fourteen highly committed Christians, who 
had no experience of mental health services. They were asked from whom they would 
seek help when in emotional distress. The participants chose secular professionals as a 
last resort, anticipating that they would be “cold, impersonal and theoretical, 
neglecting the important spiritual aspect” (p295). They also thought that help from 
them would be limited and have short-term effectiveness. They were more likely to 
turn to someone within the church. These results are concerning as they may stop 
these people from accessing services in the first place and having the opportunity to 
disconfirm their assumptions. Or, alternatively, if they do access services it may mean 
that they go in with negative assumptions and low expectations of how helpful a 
secular psychologist can be which could lead to self-fulfilling prophecies.
In an exploratory study, Myers and Baker (1998) interviewed five religiously 
committed clinical psychologists (3 Protestants, 1 Catholic, 1 Jew) who described 
having religious beliefs as helping them to formulate religious clients’ problems. They 
also reported that their religious commitment gave them personal energy for their 
work, helping to protect them from professional burnout. The psychologists talked 
about their concerns that their secular colleagues may neglect or ignore clients’ 
religious experiences. They also described being very cautious about talking about
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their own beliefs and having to almost wear a ‘separate hat’ at work, due to the 
anticipation of negative attitudes of their colleagues. These psychologists’ suspicions 
therefore seemed to be in line with the committed Christians’ expectations in Mitchell 
and Baker’s (2000) research.
Both Myers and Baker’s (1998) and Mitchell and Baker’s (2000) studies, although 
small, have highlighted some concerning assumptions and experiences on the part of 
people with religious beliefs about mental health professionals. These are that most 
clinical psychologists in the UK will not have religious beliefs or be open to talking 
about religion, and indeed that they may show prejudice towards people with religious 
beliefs, be they other psychologists or clients. However, there was no evidence at the 
time to either backup or disagree with these assumptions.
In order to start trying to explore some of these assumptions, Smiley (2001) carried 
out a questionnaire survey of all clinical psychologists in South East England. He 
reported a 46% return rate (246/551) from psychologists working in all specialities. 
Although this is a high return rate, it could be hypothesised that those people who did 
return questionnaires were more interested in the subject generally. Shafranske and 
Malony (1990) found religion and spirituality to be less relevant in their non­
respondents’ lives than in those of their respondents.
Smiley (2001) found 38% of psychologists to identify themselves with a traditional 
religion (composed of 30.5% Christian, 2% Jewish, 1.2% Muslim, 4.5% Buddhist) 
and 68% with some form of spirituality. He found a non-continuation figure of 
childhood religion of 42%. He compared the above statistics with those of the general 
population, and found British clinical psychologists not to be very different in their 
religious behaviours from the rest of the population, being just as likely to perform 
religious practices and to identify with spirituality, but with a higher non-continuation 
figure of childhood religion. Although comparisons of psychologists’ religious 
orientations with those of the general population from national statistics may be a 
useful guide they need to be interpreted cautiously since different measures may have 
been used in each survey to measure religious orientation or practices.
170
Major Research Project - Introduction
Smiley (2001) found no evidence of influence of religious orientation on choice of 
theoretical model but that systemic and social constructionist psychologists attributed 
higher levels of importance to non-traditional spirituality than did cognitive and CBT 
practitioners. The systemic and social constructionist psychologists were also least 
likely to believe that it was possible to conduct therapy independently of their own 
metaphysical beliefs.
Smiley (2001) did find, however, that psychologists’ personal religious and spiritual 
preferences impacted on their clinical thinking and practice, for example by 
influencing their opinions about the effect of religion on mental health and whether 
they would approve of integrating religious material into therapy, which was in line 
with Shafranske and Malony’s (1990) findings. Smiley (2001) found that value- 
conflicts with respect to religion happen within the psychological setting for both 
religious and non-religious clinicians. He therefore pointed out that as well as the 
traditional concern that religious psychologists might impose their beliefs on clients, 
there could also be a concern that non-religious psychologists might impose their 
beliefs on their clients.
In Smiley’s (2001) survey, 56% of psychologists reported that clients with religious 
issues could seem reluctant or uncomfortable raising them in the clinical setting which 
would be expected from Mitchell and Baker’s (2000) findings. However, Smiley 
showed in his research that most psychologists thought that religion was a variable 
that merits consideration suggesting that Mitchell and Baker’s participants’ concerns 
could be unfounded. Despite this, he found that many psychologists do not actually 
raise the subject and are hesitant in including religion in therapy. Although 68.8% of 
psychologists believed it was appropriate to discuss religious issues in therapy, only 
56.7% actually did. One of the limitations of survey research however is that the 
reasons for these discrepancies could not be explored further.
Smiley (2001) made recommendations at the end of his research which are in line 
with those suggested in the American literature, such as giving written information to 
clients prior to therapy reassuring them that their beliefs will be respected, ‘client- 
therapist matching’ and ‘value transparency’ of clinicians. The argument behind
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client-therapist matching is that the client could ask for a different therapist if they 
were concerned about their beliefs being different from those of their psychologist. 
This is hinted at in the BPS guidelines (section 3.1.2), but would inevitably depend on 
local resources and availability of a psychologist from the same religious orientation. 
The argument behind value transparency is that making beliefs explicit could avoid 
the silence of the therapist being perceived as rejecting (Adams, 1995) and could lead 
to discussion about how a difference in beliefs might affect the therapeutic 
relationship. Smiley also made recommendations for more training on these issues 
and discussion in supervision. He found that the mean amount of training that 
psychologists had received on religious issues during their clinical psychology 
training was just over one hour with 73.6% receiving no training at all.
As has been seen from the research reviewed above, the topic of religion does seem to 
be one which some clinical psychologists can find difficult to include in therapy. The 
importance of therapists being open to discussing it has been highlighted by the 
number of potential clients with religious beliefs and the fact that they might be 
concerned as to whether they can bring the subject up or not. It is possible that their 
concern might be heightened by the imbalance in power of the therapeutic situation 
where the client can feel relatively powerless and may not feel comfortable enough to 
raise the subject.
Smiley (2001) has suggested that clinical psychologists may have had concerns about 
whether it is ethically appropriate to discuss religious issues with their clients. This 
may have been due to inadequate discussion in training. Additionally, a lack of 
knowledge about the effects of religion on mental health may have led to 
psychologists’ uncertainty about including religious issues. It has also been suggested 
that psychologists’ negative experiences of religion can prevent them from wanting to 
discuss it (Shafranske & Malony, 1990). It is possible that psychologists’ difficulty in 
including these issues may also be influenced by wider societal factors and the 
relationship between psychology and religion.
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The Present Study
The present study was designed to explore some of the above suggestions and the 
assumptions found in previous research by beginning to investigate the working 
relationship between non-religious psychologists and their religious clients in more 
depth. As has been discussed, one study has looked in depth at the experiences of 
religiously committed psychologists using qualitative analysis (Myers & Baker, 
1998). This study therefore used the same form of qualitative methodology, grounded 
theory, to look at the experiences of psychologists who described themselves as not 
having any religious beliefs.
It was hoped that the present research might go some way to answering some of the 
questions left at the end of Smiley’s (2001) research which were more difficult to ask 
about in a questioimaire study. For example, the present study aimed to throw some 
light on why some psychologists seemed hesitant to bring up the subject of religion 
with their clients even though they thought the subject merited consideration and why 
some did not think it was important enough to bring up at all. The emphasis was 
therefore on the psychologists’ explanations for or understanding of trends that 
seemed to be emerging from the survey data. Additionally this study aimed to explore 
some of the assumptions about non-religious psychologists found to be held by 
committed Christians (Mitchell & Baker, 2000) and religiously committed 
psychologists (Myers & Baker, 1998).
This research did not aim to test any hypotheses, rather to explore unanswered 
questions from previous research. The exploratory nature of this research was adopted 
so that issues, which may have previously been neglected, or opinions, which may not 
have been heard, might have a chance to be raised.
As well as exploring how non-religious psychologists work with religious clients this 
research aimed to start to develop theory to explain the way that they work which 
could in turn lead to suggestions for best practice. The aim would be to find the best 
way to work with and not to discriminate against clients with religious beliefs.
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Methodology
The use of qualitative methodology was indicated due to the exploratory nature of this 
study and the small amount of previous research in this area. It was hoped that 
qualitative research would give more of an in-depth understanding of clinical 
psychologists’ actual experiences regarding working with clients with religious 
beliefs. Not only would it give an insight into their experiences but hopefully into the 
meanings of their experiences and practice. Elliott, Fischer and Rennie (1999) 
describe the aim of qualitative research as being “to understand and represent the 
experiences and actions of people as they encounter, engage and live through 
situations” (p216).
The phenomenological nature of qualitative methodology is particularly useful in 
looking at subjects that have not been extensively researched and in looking for 
meanings. The aim is to enrich understanding rather than to verify prior conclusions 
or theories (Elliott et al., 1999). Grounded theory in particular was used due to the fact 
that its aim is to generate theory, which has not yet been done in this area of research. 
Charmaz (1995) suggests that grounded theory methods are useful for studying topics 
such as motivation, personal experience, emotions, identity, attraction, prejudice and 
interpersonal co-operation and conflict. It is also useful for looking at the reciprocal 
effects between individuals and larger social processes.
Aims and Research Questions 
Aims
1. To explore whether and how non-religious clinical psychologists perceive their 
belief systems to affect how they work with religious clients and whether they 
have had any scope for discussing these issues in supervision or during training.
2. To generate theory as to what may cause differences between non-religious 
psychologists in the way that they work with religious clients.
Research Questions
1. Do non-religious clinical psychologists perceive their belief systems to affect how 
they work with religious clients?
2. Do they have opportunities to discuss this?
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3. What causes non-religious psychologists to find it more easy or difficult to 
establish a therapeutic relationship or to work with religious clients?
The main focus of the research did stay the same as that outlined above. However, 
progressively less prominence was given to the questions about supervision and 
training in order to allow more space for the psychologists to talk about their 
experiences in more depth and with more examples. A shift in focus or change of 
research questions is a normal part of the grounded theory process, with the researcher 
being encouraged to “continuously review earlier stages of the research and, if 
necessary, to change direction” (Willig, 2001, p36). This shift in focus will be 
discussed further in the Method chapter.
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METHOD
Before commencing this study, ethical approval was sought and granted by the 
University of Surrey Ethics Committee (Appendix 1).
Participants 
Recruitment Criteria
The participants were eight NHS Clinical Psychologists who;
1. described themselves as having ‘no religious beliefs’,
2. had been working for two years or more since qualification,
3. worked with adults with mental health problems and
4. worked mainly using Cognitive Behavioural Therapy (CBT).
The first recruitment criterion was stipulated because of the research questions of the 
study and the aim to find out about psychologists without religious beliefs. The 
second was to try and ensure that the participants would have had experience of 
working with several clients with religious beliefs. The last two criteria were an 
attempt to have some consistency in the clinical experiences of the psychologists 
interviewed. It was thought that this might make the analysis clearer by avoiding the 
added difficulty of differences possibly being attributable to differences in models or 
client groups. CBT was chosen as the model as this is the core model taught on many 
training courses and Smiley (2001) found CBT to be the single model used by the 
largest group of respondents to his questionnaire survey.
All of the participants fulfilled the above criteria. They all worked with adults with 
mental health problems, in the varied settings of primary care, community mental 
health teams and a specialist trauma service. They all worked using the CBT model 
with some also using or being influenced by other models, which reflects current 
clinical psychology training.
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The table below shows the participants’ demographic details and the pseudonyms 
given to them.
Table 1: Demographic Backgrounds of Participants
Participant Sex Age Ethnie
Origin
C urrent
religious
orientation
Theoretical
background
Years of 
working since 
qualification
Carolyn F 34 White None CBT 2
John M 36 White Agnostic CBT 3
Helen F 42 White None CBT
Solution focused
9
Paula F 42 White None CBT 10
Brian M 39 White None CBT 10
Linda F 34 White Atheist CBT
Solution focused 
Narrative
7
Charlotte F 40 White None CBT 14
Philip M 37 White None CBT
Psychodynamic
Systemic
7
With regards to the first criterion, it emerged during the interviews that some of the 
psychologists did have some spiritual beliefs. They had also been brought up in a 
variety of religious backgrounds as can be seen in Table 2. This was not thought to be 
problematic and it was hoped that it would give rich data. This diversity was thought 
likely to be representative of the huge variety of backgrounds that there might be 
amongst a group of psychologists who appear similar on paper.
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Table 2: Religious Beliefs and Backgrounds of Participants
Participant C urrent
religious
orientation
(demographic
form)
C urrent religious 
orientation 
(from interview)
Religious bac% round 
(from interview)
Carolyn None None C of E family. She stopped 
believing at 13.
John Agnostic Agnostic with atheistic 
tendencies.
Catholic family. He went to 
church until 18.
Brief past interest in 
Buddhism
Helen None None- interested in 
spirituality.
None (apart from being 
brought up in Christian 
country)
Paula None None Catholic -  baptised but no 
church attendance.
Brian None Atheist “I’m open to 
conversion” (15)
Agnostic
Linda Atheist No longer Jewish -  will 
pray in some situations.
Jewish. Would attend 
synagogue 1-2 times a year 
with parents
Charlotte None Atheist None (apart from being 
brought up in Christian 
country). Attended Sunday 
school for a brief period.
PhiUp None Atheist. “I don’t think 
religious beliefs have had 
a particularly strong 
influence on my life 
really” (15)
None. Father had a Catholic 
background.
Note: Number in brackets denotes first line number of quote on transcript.
Recruitment Procedure
The participants were recruited for this study by two different processes:
1. Respondents to Smiley’s (2001) questionnaire on religious beliefs were asked to 
indicate at the end whether they would be willing to be interviewed at a later 
date\ A letter (Appendix 2) was sent to six of the psychologists who had indicated 
their willingness, who fulfilled the recruitment criteria and who worked within 
convenient travelling distance. The letter explained that the researcher was doing 
research following on from Smiley’s study. An information sheet about the 
present study (Appendix 3) was included as was a demographic information sheet
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(Appendix 4), which they were asked to fill in and return if they were still willing 
to be interviewed. Four psychologists replied and interviews were set up. These 
participants were therefore self-selected, possibly either because they had an 
interest in the subject area or were willing to help trainees in the geographical 
area, knowing that recruitment of participants is always difficult.
2. The remainder of the participants were recruited through word of mouth through 
clinical psychologists known to the researcher, who would give the information 
and demographic sheets along with a covering letter (Appendix 5) to potential 
participants asking them to contact the researcher if they were willing to be 
interviewed.
The researcher knew none of the interviewees either professionally or personally. It 
was thought that this might have made it difficult for participants to speak openly and 
honestly.
Data Collection and Analysis
Grounded theory, first developed by Glaser and Strauss in 1967, was used in both the 
data collection and the analysis. Grounded theory is a qualitative form of analysis, 
which attempts to facilitate the process of theory generation grounded in data (Willig, 
2001).
In this study, the grounded theory procedures reported by Charmaz (1990, 1995), 
Henwood and Pidgeon (1994), Chamberlain (1999) and Willig (2001) were used. 
These authors discuss the ‘social constructionist’ version of grounded theory. The 
social constructionist view recognises that the theory will be constructed by the 
participants and the researcher. Theories do not simply emerge from the data. As 
Willig (2001) states “the theory produced constitutes one particular reading of the 
data rather than the only truth about the data” (p44). This approach was taken as the 
researcher wanted to acknowledge her awareness that her beliefs and values would
 ^Smiley’s (2001) study was approved by the University of Surrey ethics committee.
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inevitably have some effect on the questions asked of the participants and of the data 
when analysing it.
The full version of grounded theory was used to collect the data and analyse it. This 
means that data collection and analysis were simultaneous, with data being collected 
and explored and the researcher then returning to the field to collect more data 
(Willig, 2001).
Data Collection 
Procedure
All of the data were collected by semi-structured interview (Appendix 6), conducted 
by the researcher. The interviews were all conducted in the participants’ places of 
work, as this was most convenient for them. They lasted between 1 and 1 Vi hours. 
They were tape recorded and then later transcribed by the researcher.
Before each interview commenced, the participant was asked to read through the 
information sheet once more and was given the chance to ask any questions. They 
were reassured that no identifying information would be used in the write-up and that 
they would be given pseudonyms. They were also reminded that if there was anything 
in the interview that they did not want to answer that they were under no obligation to 
do so and that they could stop the interview at any time. The participants were then 
asked to sign the consent form (Appendix 7) and the researcher signed her part. The 
researcher was careful to check out with the participant exactly how much time they 
had so as to avoid causing any inconvenience to them.
Process
Due to the simultaneous nature of the data collection and analysis, the interviews were 
conducted in three stages, with two sets of three interviews and a final set of two 
interviews. After each set of interviews some analysis was carried out in order to 
inform any changes in the selection criteria or interview schedule. The transcripts, the 
analysis and any changes were discussed at these times with another psychologist who 
did not have religious beliefs. This was intended to ensure that the researcher was not 
analysing the data from a biased perspective. This simultaneous involvement in data
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collection and analysis meant that subsequent data collection was shaped by the 
emerging analysis (Charmaz, 1995). It also aimed to avoid the researcher amassing 
too much unfocussed data.
Selection criteria
The selection criteria did not change greatly during the process. After the first three 
interviews it was thought that it would be better to interview people with slightly 
more years experience, as they may be able to reflect on more examples of working 
with religious clients. The fourth interview however was of somebody with ten years’ 
experience who found it difficult to think of many examples which suggested that 
years of experience was not necessarily a good indicator of how many examples 
somebody would be able to talk about. Therefore it was decided not to change the 
criteria, rather to try and understand why some psychologists may have more 
examples to talk about than others.
Semi-structured interview
The interview schedule (Appendix 6) was designed by the researcher to reflect the 
original research questions of the study, described in the Introduction. It was intended 
to be a guide and not to be too prescriptive, in order to allow the participants as much 
space as possible to bring their account of their experiences to the interview. The 
questions asked were mainly open-ended and used language that tried to be 
assumption-free. For example, the researcher might ask questions such as '‘what is 
your experience o f  working with clients with religious beliefs? ” rather than "what 
problem s have you  encountered when working with clients with religious beliefs?'*
The order of questions differed depending on the flow of the conversation with each 
participant. The researcher would often reflect back what she understood participants 
to have said to ensure that she had not misunderstood them. She would also follow up 
on interesting leads from the participant and probe for more detail sometimes in their 
accounts. It is acknowledged that different researchers might have picked up on 
different leads meaning that the researchers’ interests would have inevitably had some 
impact on the interview process. Leads however were often interesting to the 
researcher precisely because they followed on from or were in disagreement with
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what a previous interviewee may have said. This would seem to be inevitable in the 
process of simultaneous data collection and analysis.
The interviews all began with the researcher asking the participant what their own 
religious or non-religious beliefs were and whether these had changed at all 
throughout their life. This question gave the researcher a background so that she could 
determine whether there were any links between their background and their practice. 
The researcher then asked the participants to tell her whether they had worked with 
clients with religious beliefs and what their experiences had been. They were 
encouraged to talk about examples wherever they could.
The questions in the first interview schedule focussed on the therapeutic relationship 
and process between participants and their clients and whether this differed if the 
client had different religious beliefs to the psychologist. The participants were then 
asked whether they had covered religious issues in training and whether it was 
something that they could discuss in supervision.
The interview schedule was changed slightly after the first three interviews were 
transcribed and analysed. This was in order to develop emerging themes talked about 
by the participants and to remove any questions that had not been fruitful, which is in 
line with the grounded theory approach to data collection (Charmaz, 1995). Following 
a theme that seemed to be emerging about religion being a sensitive subject, questions 
were asked about whether participants might avoid talking about it or treat it 
sensitively. The researcher would therefore ask specific questions such as ‘‘do yo u  ask  
clients explicitly about their religious beliefs?” and then allow participants to expand 
on this, searching for meanings. The questions about training and supervision were 
given less emphasis over time as they did not prove to be very fruitful. This was an 
example of the researcher letting go of a key question which had interested her to 
make way for the richer data which the participants were bringing.
In the first few interviews the researcher maintained the maximum possible openness 
and flexibility in order to generate a wide range of data. In further interviews the 
researcher would sometimes comment on things that previous interviewees had said
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and ask participants whether they had similar experiences or whether they agreed or 
disagreed. Therefore the early categories from the first round of analysis were refined. 
In the later interviews as the researcher started seeing links between psychologists’ 
backgrounds and their practice she started asking questions about whether they were 
aware of this.
Analysis
Each transcript (see Appendix 8 for an example of a transcript) was read many times 
and analysed by coding each line. Charmaz (1995) describes coding as “the process of 
defining what the data are all about” (p37). The process of coding line by line is 
thought to keep the researcher grounded in the data rather than taking off on their own 
‘theoretical flights of fancy’ (Charmaz, 1990). In order to do this, when the transcripts 
were being read a number of questions were asked of the data as suggested by 
Charmaz (1995) such as: How? Why? Under which conditions? What are the 
consequences? Are there any unstated assumptions being made here? The codes, 
which were descriptive and created from the data, were written onto a copy of the 
transcript.
When the first three interview transcripts had been analysed, the codes written in the 
margins of the transcript were transferred onto a large piece of paper. Codes were 
then either elevated or linked together to form categories. Willig (2001) describes 
categories as the “grouping together of instances that share central features or 
characteristics with one another” (p33). She explains that early categories may be 
more descriptive, with later categories becoming more analytic as the analysis 
progresses. Further data were then collected in the light of these categories 
(theoretical sampling) leading to the amendment or amalgamation of existing 
categories, the addition of new categories and the elimination of some. The aim of this 
refining process in grounded theory is to reach theoretical saturation, which means 
that more categories cannot be found and any new variations of existing categories 
have ceased to emerge. However Willig (2001) states that this functions as a goal 
rather than a reality as modifications of categories or changes in perspective will 
always be possible.
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Additionally, once all the data were collected the researcher went back to the 
transcripts looking for evidence for and against categories that had emerged in later 
interviews. This is known as focused coding (Willig, 2001). During focused coding, 
comparisons are made between the data of different people and between data from the 
same people at different times or in different situations. A coding paradigm was not 
used in this study and is seen by the social constructionists as too deductive and more 
like hypothesis testing, preventing the theory from emerging from the data (Willig, 
2001).
Throughout the process, constant comparative analysis was used to ensure that 
differences as well as similarities between and within categories were identified. This 
process aims to break down categories into smaller units of meaning as well as 
building them up. The researcher also looked for cases that did not fit into the 
emerging categories. This is known as negative case analysis and the aim of this is to 
make sure that the theory captures the full complexity of the data.
Research D iary
Throughout the process of data collection and analysis a research diary was kept with 
records of thoughts about the data, sketches of links between categories, the effects of 
the interviews on the interviewer and any ideas about future interviews or things to 
think about in the write-up. Writing memos to oneself and drawing diagrams is a 
recommended way of keeping track of the process of the analysis in grounded theory 
(Chamberlain, 1999).
Flexibility
As it can be seen it was important for the researcher to be flexible and not too wedded 
to her own theories as they developed. She needed to be able to let go of ideas and 
categories if new evidence did not fit them. For example, after three interviews the 
researcher started building up a hypothesis that the category of ‘the importance of the 
therapeutic relationship’ overarched all others and had most importance. However, in 
following interviews the researcher found less evidence for the importance of this 
category over others and came to the conclusion that the therapeutic relationship was 
only one of many factors affecting how the psychologists practiced. It was possible
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that this category had seemed to emerge strongly because the questions asked by the 
researcher were about the therapeutic relationship. It can be seen therefore that the 
researcher needed to stay close to the data and open to possibilities other than her own 
emerging ‘pet theories’.
Changes to the Research Questions Throughout the Process
As Willig (2001) points out “even the research question is no permanent fixture in 
grounded theory” (p36). It is likely to become progressively focused throughout the 
research process and is really just useful as an initial focus for the researcher on the 
area they wish to study. It should identify but not make assumptions about the 
phenomenon of interest.
The original research question of this study was ‘How do clinical psychologists 
experience the therapeutic relationship with religious clients and does this affect the 
process of therapy?’ As can be seen from the change in the title, the research became 
focused on exploring the experiences of non-religious psychologists only.
Throughout the research there were some shifts in emphasis of the project. Although 
the aims and objectives outlined in the Introduction remained broadly the same, the 
emphasis did shift slightly. As has been discussed, the focus of the interviews shifted 
throughout the process away from participants’ chances to discuss religious issues in 
training and supervision to focus more on examples that psychologists could give 
about working with religious clients.
The focus moved away from trying to understand whether psychologists found it 
more or less easy to build a therapeutic relationship with clients with different 
religious beliefs to their own to try and understand why different psychologists had 
such different experiences and ways of practising with clients with religious beliefs.
Reflexivity: The Researcher’s Position in Relation to This Study
The social constructionist version of grounded theory requires that the researcher be 
aware of her own standpoint in relation to the subject being discussed and to think 
about how this might have affected the process of the data collection and the analysis.
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Willig (2001) States that “the researcher’s decisions, the questions that he or she is
f
asking of the data, the way he or she is using the method, as well as his or her 
(personal, philosophical, theoretical, methodological) background shape the research 
process and, ultimately, the findings” (p44). In order to increase reflexivity it is 
recommended that researchers document carefully each phase of the research process 
(Henwood and Pidgeon, 1997) which should show how researcher’s values and 
background have influenced the research. This was done in this study by keeping a 
research diary.
In order to show reflexivity in this study, the researcher’s various ‘identities’ will be 
looked at in turn, relating them to the subject. These will all be written in the first 
person.
M y training as a  Clinical Psychologist
The fact that I am nearing the end of my Clinical Psychology training means 
that I have accrued a lot of psychological ‘facts’ over the last few years which 
may influence the way that I see the data. I have been trained in cognitive 
behavioural, psychodynamic and systemic models. At this stage I am not 
particularly attached to one particular model and find all of the above useful to 
different degrees with different client groups and presenting problems. All of 
my undergraduate training and some of my Doctoral training has been in 
scientific, quantitative research methods. Therefore, although I am more 
comfortable with the philosophical underpinnings of qualitative methodology it 
is still relatively new to me and this is the first large scale project that I have 
undertaken using this methodology.
M y fam iliarity with existing work
Due to being required to plan the research and to write a literature review prior 
to beginning the research, I have done a lot of reading around the area of 
differences in values and religious beliefs between client and therapist. This will 
have influenced not only my original research questions but also the structure of 
my interview schedule. I have however made all attempts to keep an open mind 
whilst doing the research. This was helped by the fact that most of the existing
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literature is from America so I genuinely was not sure what to expect from a 
British population or indeed from the eight individuals that were interviewed for 
this study.
M y position as a  Christian
I am a practising Christian, from an Anglican background. It is this background 
which led to my desire to do some research regarding religious issues. I have 
wondered about how well equipped we are as clinical psychologists to work 
with clients with religious beliefs, whether we have religious beliefs of our own 
or not. I have not found much opportunity to discuss these issues in training 
apart from with other Christian psychologists, which has probably given me a 
very one-sided view. I am not sure whether I have not had much opportunity to 
discuss these issues in my particular training milieu because they have not been 
offered or because of my own anxieties about people’s reactions to me being a 
Christian.
As a regular churchgoer I am very aware of services such as Christian 
counselling and have heard many Christians say that they would be unsure 
about using secular services out of fear that their beliefs would not be respected.
It concerns me that a substantial amount of people may not be benefiting from 
the valuable work that clinical psychology can offer possibly due to 
misconceptions about psychologists. I am aware that these experiences may 
have influenced the questions that I asked.
It is important in qualitative research that the researcher accepts responsibility for 
their interpretative role in analysing the data. The results will always only be the 
researcher’s interpretation of what the participants chose to say to the interviewer in 
that setting at that time. It is also important to bear in mind the fact that interviews are 
subject to self-report bias (Dew Valour, 2001) and that the participants may have told 
the researcher a certain story influenced by their preconceptions about her beliefs.
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The participants may have assumed that the researcher had religious beliefs because 
of the subject matter of the research. The researcher did not state what her beliefs 
were in the information form or otherwise. However, a few participants asked the 
researcher at the end of the interview whether she had religious beliefs.
Quality
Elliott et al.’s (1999) ‘evolving guidelines for the publication of qualitative research’ 
were followed in both designing and writing up this research. The authors discuss 
seven criteria which have been briefly outlined below followed by a description of 
how they have been met in this research.
Owning one *s own perspective:
It is suggested that authors should attempt to recognise their values, interests and 
assumptions and the role that these play in understanding. A disclosure of these is 
thought to help the readers to interpret the researcher’s account. This criterion was 
addressed in the previous section on reflexivity.
Situatingthe sangle:
This criterion involves describing the research participants in enough detail for the 
reader to judge the range of persons and situations to which the findings are relevant. 
This was done at the beginning of the methods section by describing the demographic 
and religious backgrounds of the participants.
Grounding in examples:
This criterion states that the data should be grounded in examples allowing the reader 
to appraise the fit between the data and the interpretation of them. This was addressed 
by including a large amount of quotes in the results section.
Providing credibility checks:
It is suggested that the data need to be checked to ensure that the analysis is credible. 
In this research the transcripts, analysis and emerging themes were discussed with 
another psychologist with no religious beliefs. Information was also checked with 
participants during interviews in order to ensure that the researcher had understood
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their meanings. Additionally, it could be argued that information was then checked 
out with similar informants in later interviews. It was also planned to provide 
feedback to the participants who would then have been able to judge the credibility.
Coherence:
Elliott et al. (1999) suggest that the data should be represented in a coherent manner, 
telling a narrative. The results in this study have been arranged in what was thought to 
make the most coherent narrative.
Accomplishing general vs. specific research tasks:
The authors highlight the importance of acknowledging the limitations of extending 
the findings to other contexts. This criterion has been covered in the method as well as 
the discussion section.
Resonating with readers:
This criterion states that the work should stimulate resonance in readers. This research 
aimed to cover a topic, which is likely to have been encountered by most 
psychologists, in a way that will add to and aid their understanding of it and perhaps 
give them guidance in their own practice.
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RESULTS
The results chapter is split into four sections. The first three describe the different 
experiences, practices and beliefs regarding religious issues of the clinical 
psychologists interviewed. Sections one and two, the most descriptive categories, did 
to some extent emerge from questions asked by the interviewer. These are seen as 
‘setting the scene’ for the later sections. Sections three and four contain more 
conceptual categories, generated by the psychologists themselves. The fourth section 
is an attempt to start building up a theory to understand the experiences, practices and 
beliefs of the psychologists interviewed.
The structure that has been chosen to describe the results was one which made most 
sense for the researcher and seemed to build from more descriptive, factual categories 
to more conceptual ones, leading to a tentative theoretical model. It is acknowledged 
that this was one way of organising the data and by no means the only one (Charmaz, 
1995). This structure also reflects the fact that participants often started off by talking 
to the researcher about their experiences and practice and it was later that they would 
start to think about the meanings of these with questioning from the researcher.
During the account quotes will be used from the transcripts of the interviews. These 
will be followed by the participant’s name and the first line number on which the 
quote occurs in parentheses, for example (Philip: 204).
The following conventions have been used for the quotes:
“text” Direct quotation
‘text’ Use of participant’s wording
[text] Text added by researcher to clarify meaning
Omitted material
I: Interviewer *s wording
L: Initial of interviewee before interviewee’s
wording (e.g. Linda)
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Section One
Psychologists’ Experiences of Religious Issues in Therapy.
The participants reported different experiences of how often religious issues were 
discussed in therapy and the depth to which they were discussed. They also showed 
differences in the amount they were aware of any client anxieties regarding discussing 
religious issues in therapy.
1. Frequency
The psychologists reported varying frequencies of how often religious beliefs came 
into therapy. They all acknowledged that religious beliefs would come up but the 
range was from “quite a lot” (Charlotte: 91) to “it doesn’t come up a lot. I can think of 
a couple” (Paula: 34).
Helen had noticed a difference between how much she and other psychologists 
thought the subject came up:
“Some people I have talked to say it never comes up and I say well it 
comes up quite a lot.” (Helen: 374)
She went on to say that the subject might not come up straight away:
“...it might come up once I have met somebody a couple of times, it 
might not necessarily come up in the first assessment.” (Helen: 171)
The participants talked about settings or situations in which religious issues would 
come up, for example “in settings like palliative care or ... other places where 
existential issues are a bit more key” (Carolyn: 402) or in “chronic pain” (Linda: 404), 
where clients would find it difficult to sit in church for a long time because of the 
pain. They also talked about the subject being volunteered by clients when they were 
asked what keeps them going:
“Yeah when it has come up it is because they have volunteered it. For 
example I’ve said to them., it normally comes up in a suicide risk 
assessment context like what stops you? or what keeps you going? So
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they’ll say ‘oh its my religion’ or ‘oh no I’m Catholic I wouldn’t do that’.
So it’s volunteered from them.” (Linda: 234).
2. Depth
There was also a variety in the depth in which religious issues were discussed. Some 
psychologists experienced religion as being discussed but not as a major part of the 
work:
“I wouldn’t say there’s been anyone with whom it’s been the major focus 
of the work. I mean there have certainly been some people where with 
whom it’s been, you know, a significant issue but none where it’s been the 
main body of the work or indeed a particular obstacle.”(Carolyn: 146)
Whereas Brian, Helen and Charlotte all reported that they had done some therapy 
focussing on religious issues:
“Yeah, I’d say a fair amount it’s fairly common. People will either tell me 
just as an aside that they are very involved in their church or whatever and 
then a smaller subset will acknowledge that they might have some 
religious conflicts and some of them will actually use the therapy or part 
of therapy will actually be to talk about their religious conflicts.” 
(Charlotte: 81)
3. Client Anxiety
Most of the participants had sensed religious clients feeling unsure or uncomfortable 
about disclosing and discussing their religious beliefs.
“There might be times when they feel reticent to talk about that for fear 
that... they’re going to be thought stupid or something like that” (John: 98)
“They often preface it with that if they talk about their religion ‘you 
probably think this is a load of rubbish but’...” (Brian: 162)
Helen voiced an assumption that if somebody was really worried about discussing 
their beliefs they would not come to therapy:
“Obviously if somebody is worried about coming because of that it would 
be quite difficult to know because they probably wouldn’t turn up.” 
(Helen: 298)
Philip had experienced that if a client was unsure about their beliefs they may be more 
anxious about discussing them in therapy:
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“I think for people who feel more confident about their identity, I think 
it’s been easier for them to talk about their religious belief and kind of not 
be so anxious about what my reaction would be to it, but I think for the 
clients that I’ve sensed that they’ve been quite anxious about their 
identity, their self-esteem, then there has been kind of anxiety about 
whether I would share what they believed.” (Philip: 481)
Section Two
The Clinical Practice of Psychologists with regard to Religions Issues.
The psychologists interviewed gave different accounts of their clinical practice 
regarding religious beliefs. Their practice could be split into the following sub­
categories, all of which are on a continuum. Some psychologists’ practice would vary 
within these, with others being more rigid.
1. Asking vs. Not Asking
The majority of psychologists would not ask clients directly about their religious 
beliefs, waiting for the subject to come up naturally.
“It is kind of part of the mental health assessment, religious background 
so one should really ask but I don’t. I tend to rely on maybe getting the 
information out through talking about other things... [like] what are you 
interested in?” (Paula: 176)
Helen alone said that she often asked clients explicitly:
“...I will often ask clients do they have a particular faith or belief that 
helps them or that they feel is valuable in their life so that is the way that I 
will often introduce it.” (Helen: 120)
However, she and other psychologists admitted that they would be more likely to ask 
certain types of clients about their beliefs, in some situations, or with some presenting 
problems:
“I mean if it’s a bereavement I’m more likely to, probably 9 times out of 
10 ask about it....” (Helen: 174)
“.... there’s quite a bias in how I ask, I don’t usually ask young men, um 
older people I do, women I do and black people I do because in my
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experience they are more likely to be involved in some kind of church 
activity - you know the more I ask the more that is reinforced, because its 
true!” (Brian: 112)
“I’ve never done that [asked about someone’s beliefs], except for sexual 
problems, because someone told me once that it’s [having religious
beliefs] a possible vulnerability factor especially for men  So it’s
the only time I would ask them.” (Linda: 222)
Although most of the participants would not ask a client about their behefs explicitly 
some would try and make it clear to clients that they would be open to talking about 
religious beliefs if the client wanted to:
“I guess I try, I do try and make it very clear to people that its ok for them 
to talk about the religious dimension of their life and the way in which 
they may see prayer as affecting things and try and give the message to 
them, albeit I may say things first, in order that they think ‘oh its ok to 
talk about this- its ok to suggest that when I do pray things feel better’.”
(John: 120)
2. Disclosing vs. Not Disclosing
The participants had a range of views on disclosure of their own religious beliefs, 
usually in line with their beliefs about disclosure in general:
“Oh I would never, its interesting as psychologists we rarely disclose 
anything.” (Linda: 310)
John said that he was more strict about not disclosing when it came to religious 
beliefs:
“I generally make a rule of keeping self-disclosure to an absolute 
minimum but I’m not kind of completely fascist about it and with religion 
I usually do with that make more of a point of not disclosing...” (John:
289)
However he then went on to say that he might be less strict with a client who did not 
have religious beliefs:
“...to be honest, if somebody is um, if somebody is more of a kind of an 
agnostic or an atheist I might be more inclined to go down a line of 
conversation in which I suspect that they could pick up that I, you know, 
they might say something and I’d say ‘fair enough’ and so they could 
deduce it.” (John: 306)
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Brian also talked about variation in whether he would disclose or not depending on 
the beliefs of the client i.e., being more likely to disclose that he did not go to church 
to a client with similar beliefs to his own:
“Sometimes I do [disclose], when its obvious they’re not [religious]. I’d 
say, ‘not that I go to Church but some people who do say... this thing 
about He’s perfect so you don’t have to be, so you can’t be’. I use that 
quite a lot and I would preface it if it was somebody who was not, 
obviously not religious, because I could lose them that way too!” (Brian:
474)
He also talked about not disclosing to a Christian client who had asked him 
specifically whether he went to church:
“... I thought if I said I didn’t she would think that I think her praying is 
silly. Because of course if you don’t believe you must think it’s a load of 
rubbish. That’s not the case but its the easy thing to think isn’t it?...” 
(Brian: 509)
Charlotte and Philip did not report disclosing their beliefs regularly but each described 
one occasion when a client had asked specifically and they had then disclosed their 
beliefs following some exploration of why the client thought this would be helpful. In 
Charlotte’s example, the client had asked because she particularly wanted to see a 
non-Christian psychologist.
Carolyn and Paula both said that they had no problem with disclosing their own 
beliefs but that they had not been asked. Carolyn said:
“I don’t have a particular problem with it but I just can’t quite see how it 
would be relevant to the assessment or what they were there to do.” 
(Carolyn: 342)
Helen alone felt that it was important that she did disclose:
“I think if I’m going to ask somebody about their spiritual beliefs, they do 
have a right certainly to ask a bit about me I mean obviously not in huge 
detail but to be open minded. Cos people tell you more I think if ...” 
(Helen: 413)
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3. Challenging vs. Not Challenging
For many of the participants there seemed to be a dilemma as to whether they should 
challenge religious beliefs or practices that they perceived as being unhelpful for their 
clients. (The participants’ beliefs about religious beliefs being helpful or unhelpful 
will be discussed in Section Three: C2). Both Philip and Helen described feeling 
uncomfortable about challenging beliefs and other participants said that they would 
not challenge religious beliefs, feeling that this was maybe wrong:
“I think I feel more uncomfortable dabbling with people’s religious beliefs 
if you like than I do with other things, you know somehow that feels 
taboo...” (John: 326)
However they would often go on to show that in some situations they have challenged 
or explored alternative explanations with clients:
L, “No, I’ve never, no I don’t know I wouldn’t feel confident about 
challenging it, I would just say well that’s one idea but what about the 
other ones that it could just be bad luck or cos you’re not doing too 
much its making it worse. So you’d still, well you would actually yes 
you would challenge it but you’d do it gently.”
7. '‘A nd  the person could either take one o f  your ideas or hold  onto their
own I  suppose?”
L. “yeah, so yes I suppose I would challenge it but I’d be gentle, like 
‘some people find that doing this can help it a bit’. You know, just try 
and gently get them to look at other ways of thinking about it.” (Linda:
464)
Paula alone was clear that she would not challenge religious beliefs at all:
“I kind of just skip over them. I don’t challenge it at all. I just leave i t ... I 
would not challenge them or try to give it too much prominence.” (Paula:
52)
Other participants did not report experiencing this dilemma, treating the religious 
beliefs as they would any other beliefs in a CBT framework:
“....is this contributing to your problem? and if it is then we have to 
challenge it and if it isn’t then you have to let it go” (Brian: 306)
Both Charlotte and Brian said they were happy to challenge people’s beliefs, using 
other people from the same religion as ‘evidence’:
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“Yeah and I always bring in the priests or reference to the vicar or priest 
or whoever ‘what would he say about this, that sounds a bit harsh to me.
How would he respond if you said that to him?’ and I say ‘go and find 
out’! Because thafs kind of scientific isn't it? CBT is all about...” (Brian:
428)
“It was about whether within her own religious framework there were 
other ways of looking at the situation other than that she was bad and 
being punished by God. So um, I felt quite comfortable, I mean you know 
it was taking her frame of reference but so its not trying to challenge 
everything that she was saying, just trying to challenge the bits that didn’t 
necessarily fit with what other Christians might say in the same situation.” 
(Charlotte: 178)
However, they made it clear that they would not take an authority role on religious 
matters:
“...often what I do also is tell them to go to their religious leader and say 
that I’ve suggested this and is it alright? I don’t take the authority role 
because its not up to me is it?” (Brian: 80)
4. Working with the Client vs. Making a Referral
Most of the participants said that they would be happy to work with clients on 
religious conflicts but would think about making referrals if specifically asked for by 
the client. Brian highlighted that this work would not necessarily be done without 
consultation:
“I quite like the idea of working in tandem with the vicar or priest or 
imam or whatever it might be.” (Brian, 105)
Paula however was clear that she would refer on:
“...we have quite a few, they are called pastoral counsellors...so I would 
refer to them if there was someone with strong religious beliefs.” (Paula: 
145)
She was the only person who talked about having ‘pastoral counsellors’ at work.
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Section Three 
Psychologists* Beliefs
A; Religions Beliefs
All of the participants described themselves as having no religious beliefs prior to the 
interviews and on the demographic form. It emerged however that this could mean 
many different things.
Charlotte, Philip, Paula and Carolyn had all been exposed to religion in a small way 
when they were younger, for example being baptised or going to Sunday school. 
Carolyn and Charlotte both said they had had some beliefs when younger but these 
were never very strong. They all described themselves quite confidently as atheists, 
not believing in anything.
John had been brought up in a Catholic family but had stopped going to church at 
eighteen. Although he felt sure that he had no religious beliefs he said that part of him 
“would sort of like it to be true” (John: 13) and he had a feeling that “they [people 
with beliefs] could be right”. (John: 164)
Linda had been brought up in a Jewish family and had felt very let down by God 
when her mother died.
“I don’t really identify that strongly with being Jewish anymore. Um 
probably after my Mum died I kind of turned away from it” (Linda: 12)
This seems to have led to religion being a topic that she would rather avoid discussing
and which she saw as quite negative:
“I feel so let down by what happened, that I did pray when I was 13 and 
she died anyway, so um I think thafs probably where it comes from my 
um, not resentment but my er I don’t know what the word is but my not 
wanting to know too much about it.” (Linda: 44)
“Its seen as a negative thing, well for me anyway. Its seen as such a bad 
thing because it causes war and murder..” (Linda: 515)
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Both Brian and Helen had been brought up in non-religious families. Brian described 
that he did not currently have beliefs but he said that he was “open to conversion” 
(Brian: 15) and “quite envious of people who have a strong faith” (Brian: 24), Helen 
was very interested in spirituality and wished she had more time to think about these 
things:
“I would distinguish between a spiritual belief and a religious belief and I 
wouldn’t say I have any particular religious leanings but I do have an 
interest in kind of spiritual matters and matters beyond, that are not purely 
around physical reality that we can touch.” (Helen: 21)
Her views of religion though were of it being quite prescriptive:
“...my impression is that in a lot of churches and faiths there is a lot of 
being told what you should do without necessarily you needing to 
understand why you should do it or being given the freedom to think 
about it.” (Helen: 75)
B; Beliefs About the Therapeutic Relationship
1. “The Power of the Therapist to Orientate the Conversation.” (Linda: 569)
Helen, John and Linda all talked spontaneously about how much control the 
psychologist has over what is discussed in therapy:
“If you don’t ask about something it probably won’t come up unless its so 
huge but if you ask about something then it kind of opens the door, its ok 
to talk about it.” (Helen: 763)
“But I do feel that regardless of how, um skilled your guided discovery is 
or what have you you’re taking people to places, blatantly yeah.” (John:
402)
“...we do have the power really to select what we talk about and go in 
with one sentence and not another. We are so powerful in that respect, not 
in people’s lives but in the conversation so if its on our agenda it’ll be 
talked about and if its not maybe not.” (Linda: 574)
For John this power caused some anxiety:
“I always have an anxiety that at some level I’m imposing a belief system 
on people.” (John: 139)
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2. The Importance of the Therapeutic Relationship
Most of the psychologists interviewed mentioned how important the therapeutic 
relationship is:
“...you have to keep the relationship together.” (Brian: 546)
Some were quite anxious about doing anything to jeopardise the relationship or their 
client’s perception of them. For example, Linda mentioned this when talking about 
challenging clients’ beliefs:
“It might do, I suppose I’d be fearful that it did. That they may think, that 
they may feel negative towards me for trying to do that [challenge their 
beliefs].” (Linda: 212)
3. Differences or Similarities Between Client and Therapist Affecting Therapy
Brian seemed to link a good therapeutic relationship with having similarities, or at 
least not too much difference, between himself and the client:
“I don’t like distance between us and that [a difference in beliefs] would 
be another source of distance.” (Brian: 525)
John made a similar point:
“ ...there are a certain set of things that I think that I do in order to bridge 
what I think might be a gap between us.” (John: 127)
However other psychologists were able to see both advantages and disadvantages to 
having a similar or a different position to the client:
“In some ways the differences seemed helpful but I wonder also whether 
similarities of religious beliefs may have also been helpful to her.” (Philip:
307)
“Well um I suppose it can mean that it’s easier to sort of identify with 
people whose beliefs or frameworks are similar to one’s own and that can 
help in terms of one’s own engagement I think. But having said that when 
you share something very closely with a client, their experiences or 
background or whatever it may be that can sometimes also make it more 
difficult to be um objective or to get more sense of distance from their 
own perspective.” (Carolyn: 27)
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C; Beliefs About Religious Issues In Therapy
The psychologists interviewed talked about different beliefs regarding religious issues 
in therapy. These were split into the following sub-categories:
1. Religion is a Sensitive Subject
Some psychologists thought that the topic was very sensitive, even dangerous:
“...our very fundamental beliefs are something that one has to approach 
very sensitively.” (Carolyn, 190)
For some this was thought to be a general social issue:
“I think socially there is a taboo about talking about religion, I mean 
people say ‘oh don’t talk about religion at dinner tables’ and politics. 
Maybe, maybe thafs around as well, it’s a bit dangerous really. I mean I 
never talk about religion with friends either.” (Linda, 512)
Whereas for others it was more to do m th it being a personal issue:
“...someone’s faith ... is just so personal...Its more personal than asking 
about someone’s marriage..” (Helen: 712)
2. Religious Beliefs as Being Helpful vs. Unhelpful
a) For clients
The psychologists had varying beliefs about the helpfulness of religious beliefs for 
clients. For example, Helen saw them as being a protective factor in terms of suicide 
risk:
“Well when someone’s very profoundly depressed and they find it so 
difficult to see any hope or anything then its almost as if you need another 
level of something to hold onto you know. ... You know the lady I was 
thinking of, she had been extremely profoundly depressed and has thought 
about suicide but will never do anything because of her faith.” (Helen:
744)
John described religious beliefs as providing “a certainty [for people] who otherwise 
struggle with uncertainty in their life” (John: 243). Helen pointed out how comforting 
it was for one of her clients to believe that “there would be some kind of divine justice 
in the end to the people who had, you know harmed her” (Helen: 150).
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Others could see more unhelpful elements to religious beliefs, practices and 
organisations:
“people have developed very persecutory interpretations of religious 
belief and ...that’s kind of resulted in a sense of wrongdoing or ... people 
kind of feeling they need to punish themselves because of straying from 
what they perceive as being the right religious practice.”(Philip: 415)
“I think their faith says something about to be a good person you have to 
be involved in significant work for others and ... you actually have to do 
charity work, contribute in that sort of way and it means they run 
themselves ragged basically and they’re always thinking about other 
people and you know there’s nothing left for them.” (Brian: 55)
There was also an acknowledgement that religious beliefs or organisations could be 
both helpful and unhelpful for the same person:
“...in a way the church provided her, it was instrumental in her problems 
but also in getting better!” (Paula: 135)
b) For the therapy
Both Linda and Paula talked about how religious beliefs could ‘interfere with therapy’ 
(Paula: 38):
“...there’s the belief and I think its a bit, slightly true, that if someone is 
religious it can be an anti-therapeutic thing in chronic pain. And people 
have often said ‘oh I’ve got this pain’ and I’ll try and explain why or 
understand why and they’ll say ‘oh its just my, God’s given it to me, its 
just my destination I just have to live with it. I’m meant to suffer’. And 
sometimes thafs not helpful.” (Linda: 128)
The religious beliefs could have been seen as unhelpful in the therapy because the 
client could be seeing their difficulties from a different (non-psychological) 
perspective to the therapist. For example the client’s locus of control could be external 
(God) rather than internal (self). One of Charlotte’s clients had concerns about this:
“ ...she said ‘oh I know that um its all about self-help and everything’ and 
she said ‘well I have a real conflict with that because my religious faith is 
all about putting your faith in something outside of yourself and she said 
‘one of the things I’m not sure is whether um therapy is consistent with 
my religious beliefs’.” (Charlotte: 265)
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Paula also mentioned that what a psychologist might see as beliefs, a client might see
as facts which could be unhelpful:
“...when you are assessing his cognitions he brings in things that he 
regards as facts which are facts maybe according to some of the 
philosophies that he is accepting.” (Paula: 45)
Brian highlighted the fact that religious beliefs could be used defensively:
“ ...sheTl sort of batt away everything I say, T can’t do that I’m a 
Jehovah’s Witness’.” (Brian: 371)
Having religious beliefs was thought of as helpful in therapy as a form of social 
support for the client, and even as somewhere where a socially anxious person might 
try out behavioural experiments and develop greater confidence.
3. The Appropriateness of Working with Religious Issues.
Paula saw working with religious issues as quite clearly outside of the average clinical 
psychologist’s role:
“Certainly I would see this out of the kind of core competencies of a
clinical psychologist So I don’t see it as something that you can do
without further specialist training.” (Paula: 400)
All of the other psychologists interviewed felt that working with religious issues was 
within their role, believing that no topic should be out of bounds and indeed that 
spiritual issues need to be addressed as they can be an important part of somebody’s 
identity:
“I just don’t think there should be any taboo subjects. I think it is such a 
huge one, it can be, even if you have left a religion it can be a huge part of 
your life can’t it? To not bring that in I think would be too big a gap.” 
(Brian: 937)
“Yeah, I guess I would take the view that it might form a major part of 
somebody’s belief system and in that sense it might be important to how 
somebody experiences their identity. It may well have a bearing on their 
sense of themselves, the mental health problem that they may be 
struggling with ... I know it is an important part of many people’s lives.” 
(Philip: 442)
However some doubts and concerns were still expressed about whether this was 
appropriate:
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“...is it somehow valid in what we are doing to talk about that, is that 
what psychologists do or are we trespassing on the area that is due to 
priests and so on?”(Helen: 788)
Brian highlighted that psychologists are not trained to know a lot about religious 
issues:
“So you could end up in a theological discussion which is not really what 
I’m trained to do even if I did have that religion.” (Brian: 461)
Charlotte dealt with these doubts by being clear with clients about her limits:
“Yes I mean I would - 1 wouldn’t set myself up as a religious advisor and 
I guess I would, if I had to, I would let people know that I couldn’t advise 
them in a more specific way and you know that if they had a real religious 
question that they want to ask then they should ask a religious expert but 
if its about a more sort of general sense of whatever it is, whether they are 
hearing voices and if they are disturbed by who the voices may be from.
You know I see that as a veiy important role that the psychologist would 
play. I mean if you can’t talk about those issues with people who can they 
talk about them with?” (Charlotte: 326)
4. The Effect of the Psychologist’s Religious Beliefs on their Work
a) Psychologists with religious beliefs.
All of the participants apart fi*om Brian and Linda spontaneously brought up the 
question of what it must be like being a psychologist with strong religious beliefs.
“I often struggle to understand how colleagues who are things like born- 
again Christians, to understand how they work... ” (John: 567)
There were concerns about whether religious psychologists could practice without 
trying to convert their clients:
“I know with some religions where there is part of being um a member of 
a certain church or whatever that it is important that you will try to 
convert others so I’m not quite sure how that works in counselling. Does 
the religion allow you to find situations in which it is not appropriate to do 
this?” (Paula: 455)
There was also a belief that some areas of work for example terminations and 
HIV/AIDS would be especially difficult for psychologists with religious beliefs:
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“And I should imagine for [religious] psychologists working in HIV or 
sexual health ...I would think that it would be a difficult environment for 
them to be working in because there would be many things that they 
might find distressing or challenging.” (Carolyn: 408)
“I have heard that some people do let their personal religious views colour 
very much the work they do with clients and what they are prepared to 
support a client in terms of whether, if a client wants an abortion or 
something like that,”(Charlotte: 560)
Charlotte also expressed a belief that psychologists with religious beliefs might be 
less liberal and more judgmental which she perceived as being difficult for clients:
“I think thafs a real dilemma because then it may be your clients who 
have the more liberal views and you’re the one being disapproving and 
judging and I don’t think that’s really fair.” (Charlotte: 578)
b) Psychologists witb no religious beliefs.
Most of the psychologists interviewed expressed a belief that not having religious 
beliefs made their job easier. This could be because it would cause them less distress 
personally:
“...so I suspect it might make my work easier in a sense, so if people want 
to talk to me about a termination or something else I’m not going to be 
distressed by that.” (Carolyn: 460)
Or because it would be easier and less restrictive for their clients if they knew that 
their psychologist did not have specific beliefs:
“...perhaps not having a very clear definite, clear religion does help. If I 
said to somebody well actually I’m a Catholic they’re going to have some 
assumptions about what I believe which is going to influence their 
thinking because if I say well I think there is something but I’m not sure 
what then they are not kind of so restricted in their own thinking, thinking 
well I better not mention that cos it might upset her. Its like they don’t 
really know, it doesn’t actually tell you what I believe in a way...(Helen:
422)
Charlotte also felt that “some people... found it more helpful to talk about it [religious 
conflict] in a sort of non-religious setting” (Charlotte: 86) and thought that if a 
religious client was in conflict with their religious leaders or unsure about their beliefs 
it was helpful for them to be able to discuss this “in a more neutral environment”
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(Charlotte: 200). Brian added that coming to a secular service could help protect 
someone’s anonymity by meaning that “they weren’t going to meet [him] in the 
temple” (Brian: 695).
Some of the participants pointed out that although not having religious beliefs may be 
easier for the psychologist, this is still not necessarily a neutral position:
“I suppose I’d say that it is still challenging to understand the perhaps 
quite different beliefs of another person. So, I don’t know that it would 
necessarily be a neutral situation to kind of say if you have no religious 
beliefs, you will be neutral because I guess in a way its perhaps not, not 
having religious beliefs is a set of beliefs...” (Philip, 570)
It was also pointed out that being an atheist could lead to it being difficult to 
understand people who do have religious beliefs:
“Say if I was too much of an atheist it wouldn’t help because I would 
then find it difficult I think to work with people who had a belief there 
was something because it would be too... ” (Helen: 920)
Section Four
Linking Psychologists’ Experience. Practice and Beliefs.
The preceding sections have shown how varied the participants’ experiences, 
practices and beliefs regarding religious issues in therapy are. Some experience it as a 
topic that is often discussed in therapy whereas for others it hardly comes up. Some 
psychologists ask about their clients’ beUefs, some disclose their own and most are 
unsure about whether to challenge religious beliefs and practices or not. Some 
psychologists practice slightly differently with regards to religious issues compared to 
other issues that might come up in therapy. For example, being less likely to challenge 
religious beliefs than other beliefs and less likely to disclose their own non-religious 
beliefs to religious clients than non-religious clients.
Participants’ beliefs about religious issues in therapy were also varied with some 
seeing religion as a sensitive subject, which should not be addressed in therapy and 
others believing that religious conflicts can be dealt with in therapy. They also had
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different views as to whether religion was helpful or unhelpful for their clients or for 
the therapy and whether it is preferable for psychologists not to have religious beliefs.
This section is an attempt to link the experiences, practices and beliefs of the 
psychologists in order to start building up a possible explanatory model of what might 
lead to the differences between psychologists as well as within psychologists when 
working with clients with religious beliefs.
Throughout the analysis the researcher tried to understand what might cause different 
psychologists to have different experiences and to act in such different ways. As the 
analysis progressed, three different types of psychologists seemed to emerge. Some 
seemed to avoid religious issues if they possibly could whereas others seemed to 
embrace religious issues. A third set of psychologists seemed to treat religious beliefs 
as any other belief, not actively avoiding or embracing them. The researcher started to 
question what might lead to these different approaches. One final, key category, 
personal factors, seemed to offer some explanation for these differences:
Personal Factors
Some of the psychologists themselves linked their personal beliefs and experience of 
religion in their own lives to their experience of and practice regarding religious 
issues in therapy.
“...with religion I usually do ... make more of a point of not disclosing 
simply because I think I do have a bit of an issue with it.” (John: 290)
“... perhaps because of my background Fm sensitised to it so Fm aware of 
thinking about that” (John: 134)
Lack o f interest
Some psychologists linked the fact that they didn’t seem to have many discussions 
with their clients about religious beliefs with the fact that they rarely asked about 
them. This could be due to their personal lack of interest in these matters:
“I don’t think that I speculate or find myself thinking about their religious 
beliefs in any other context.” (Carolyn: 251)
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“I think if I felt more strongly about it I probably could have had more of 
a conversation with them. If I thought it was an important thing if that 
makes sense?” (Linda: 93)
Unresolved issues
Linda started off by explaining that her lack of discussion with clients about religious 
issues was due to her lack of interest in these issues and believing that they were not 
very important. However, it emerged during the interview that due to her own past 
negative experiences of religion she found it a difficult subject to talk about:
“I wouldn't feel good talking about my own beliefs with someone in case I 
became upset or just emotional....” (Linda: 331)
“Yeah I mean its interesting cos I’ve only just realis... thought about it like 
that, that its, maybe its not really cos I don’t think its important but it may 
be more because its more emotional and its easier not to talk about it.” 
(Linda: 356)
This was also reinforced by the fact that she rang the researcher a few days before the 
scheduled interview to say she was not sure she would be able to help very much as 
she had not worked with many religious clients. She seemed quite ambivalent about 
taking part in the interview but when asked said she was still happy to do it. (The 
researcher did confirm with her again when they met that she consented to 
participating.)
Other participants were also of the opinion that if a psychologist has not resolved their 
own issues regarding religion then they might find it difficult to work with these 
issues effectively:
“I guess if people have some kind of conflict about their religious beliefs 
um it may be that they can’t work with some clients because they can’t 
help them because they are, all they are communicating is their own 
confusion.” (Charlotte: 408)
“I guess there will be a need for people to be aware of what their beliefs 
are around religion which I guess I do try to clarify what my own beliefs 
are.” (Philip: 578)
It seemed that if the psychologist had unresolved issues about religion for themselves 
this could either lead to avoiding or embracing the subject. Avoiding occurred if they
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had had negative experiences (like Linda), therefore possibly protecting both 
themselves and their clients from a difficult or emotional conversation. Embracing 
occurred if they wished they did have a faith themselves or had a particular interest in 
religious issues and saw religion as a positive thing.
The psychologists who embraced religious issues in therapy acknowledged that they 
had many conversations about religion in therapy precisely because they did ask their 
clients a lot. It seemed that in some ways their own questions about or searching for 
their own ‘spirituality/beliefs’ might have fuelled their curiosity in their client’s 
beliefs:
“But after a while I came to wonder whether I was asking it because I had 
an interest in i t ” (John: 180)
“I'm always interested when people say they have a faith.” (Brian: 40)
Helen pointed out that it might not just be the fact that they asked but that they 
seemed interested which could lead to an increase in those kinds of conversations:
“And I guess I listen for things to some degree for things around people’s 
spiritual or religious beliefs and they are things I pick up on and other 
people won’t be hearing them. You know, clients, it’s a reciprocal process 
and they think ‘Oh yes she’s interested in that so I will talk about it and 
she’s not interested in that so I won’t talk about it’.” (Helen: 1024)
This linked with the psychologists’ beliefs about their own power in directing the 
conversation in therapy that were discussed in Section Three: Bl.
Not all of the psychologists were aware of a link between their beliefs and their 
practice:
“I don't think it does particularly influence the way I am with patients cos 
I think, I don’t think you can be a clinical psychologist and be intolerant.” 
(Brian: 301)
However Brian then went on to show how his belief in religion being “a good thing to 
have” (Brian: 24) might lead him to encourage certain practices:
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“...religion I personally believe can be a force for good in someone’s life
so I have pushed people to spend more time in their church.” (Brian: 308)
It did seem that the people who were most sure of their atheistic viewpoint, therefore 
being quite resolved in their beliefs, (Charlotte, Philip and Carolyn) were able to see 
religious beliefs more or less like other beliefs within a CBT framework and they 
treated them with seemingly equal status to other beliefs. An exception to this was 
that although Paula also seemed to be very clear about her atheistic viewpoint she did 
seem to avoid discussion of religious issues in therapy by referring on or leaving 
religion out of the conversation. It was unclear why this was because she did not 
elaborate much on her own beliefs in the interview other than saying that she did not 
have any and spoke the least of all the participants about her own beliefs. It should be 
noted that the fact that Paula was the only psychologist with access to ‘pastoral 
counsellors’ may have led to her being encouraged to refer these clients on or to 
differentiate her role from them more sharply.
These differences again demonstrate that even with apparently similar beliefs, 
psychologists may practice veiy differently, possibly due to the setting that they work 
in or to personal factors. This key category of personal factors highlights that as well 
as the psychologist’s religious beliefs and beliefs about therapy they may have their 
own unresolved issues about religion which will be influencing these beliefs and their 
ability to discuss religious issues in therapy with their clients.
A first and early attempt to think about an explanatory model led to the researcher 
thinking in terms of how both the psychologists’ beliefs and personal factors could 
affect both their experiences and their practice. It seemed that the beliefs held by the 
psychologists discussed in section three and the personal factors discussed in this 
section would both impact on the experiences and practice discussed in sections one 
and two. For example, Brian showed that due to his belief that certain kinds of people, 
such as older ladies, were more likely to go to church than others, such as young men, 
he would be more likely to ask the former about their beliefs meaning that he would 
then experience discussing religious beliefs with more older women than younger 
men.
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However, these early ideas about an explanatory model quickly seemed far too 
simple. It emerged throughout the analysis that there could be numerous factors 
influencing how the psychologists would practice. This is illustrated by the following 
quote where Linda was trying to think why she did not challenge beliefs:
“I don’t know whether it’s politically incorrect to challenge it and you 
don’t want to be seen as, no I don’t think it is that, I think its wrong 
professionally to do it. I don’t know I'm just trying to think what stopped 
me from challenging people. It just feels like its such a personal thing you 
don’t want to make someone worse, that’s for me the case. I wouldn’t 
want to make them feel worse if I took that away from them.” (Linda:
197)
It seemed in this case that Linda’s practice might have been influenced by the views 
of society, by professional guidelines and/or by her desire not to harm her client or 
their therapeutic relationship. As she demonstrated it could be difficult to pinpoint one 
causal factor. It is also possible that in each case, different factors may take on more 
weight than others.
An inclusive, interactive model was therefore required. It would need to be circular 
and multidimensional as experiences and behaviours may feed back to a change in 
beliefs. For example if a trainee asks a few clients whether they have beliefs and they 
get a negative response this may lead to them thinking that this is not a suitable topic 
for discussion, that it is a sensitive subject and that it is not important. However their 
decision to stop asking this question will also be affected by whether they are able to 
discuss these issues in supervision and the views of their supervisor. The model would 
also need to take account of the influence of society’s view of religion and 
psychology’s view of religion. The model would need to be quite fluid as a 
psychologist’s beliefs are likely to be shifting continuously as they add to their 
clinical experience.
Diagram 2 shows a tentative model outlining all the various permutations and factors 
which could be involved in psychological practice with regards to religious issues. An 
explanation of the model will follow it.
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Discussion of the Model
The psychologists’ clinical practice has been placed in the centre of the model as it is 
this which will have the greatest direct impact on the clients. It is suggested that each 
of the other factors surrounding the practice box will always have an effect on 
practice. However, these factors will affect practice to different degrees depending on 
the relative strengths of each factor in each clinical situation. For example, if the 
client has very strong beliefs and insists on talking about them, even a psychologist 
who would not normally discuss these issues might be more likely to. However, if a 
client has less strong beliefs and is quite timid about discussing them and the 
psychologist strongly believes that it is not within her role to do so then they may not 
have a discussion about the client’s beliefs at all. This dynamic could however change 
after a multidisciplinary team meeting when a team member urges the psychologist to 
think about the client’s beliefs. Whether the psychologist does or not may ultimately 
be influenced, for example, by their own religious upbringing which may make it 
difficult for them to talk about religious beliefs without becoming emotional. This 
will however also be mediated by their own awareness of this dynamic and whether 
they are able to deal with it through supervision.
In turn, the practice of the psychologist will also affect other parts of the model. For 
example, the psychologist’s practice will affect whether they have more or less 
experiences of discussing religious issues in therapy. This may in turn affect some of 
their beliefs, for example about the importance of religion or about the helpfulness or 
unhelpfulness of religious beliefs and practices. It is also possible that over time, these 
beliefs could have an influence on the profession of clinical psychology and evolving 
guidelines.
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DISCUSSION
It is important to state that whilst discussing the results, statements are relevant to the 
sample of psychologists interviewed for this study and any generalisations made from 
these findings are done so very tentatively.
As has been seen, a complicated web of factors emerged which seemed to influence 
the way that this particular group of psychologists practised concerning the religious 
beliefs of their clients. Doubtless, there are many other factors which were not talked 
about by these particular participants, however these categories and this model were 
the ones which emerged from the analysis of these participants’ interviews.
One of the first points to be made about the group of psychologists interviewed is that 
there was a striking diversity in their beliefs and backgrounds even though they all 
wrote that they did not have any religious beliefs on the demographic form. Not 
having religious beliefs evidently did not necessarily mean not wanting or not being 
interested in religious beliefs. Some of these psychologists could have been described 
as ‘religious seekers’ using Hoge’s (1996) terminology. This finding highlights the 
fact that ‘psychologists with no religious beliefs’ are by no means a homogenous 
group.
It is clear from the results that not all non-religious psychologists will ‘neglect the 
spiritual aspect’ as assumed by the committed Christians in Mitchell and Baker’s 
(2000) study. In fact, some psychologists seemed to embrace the spiritual aspect of 
their clients’ lives. However, the fact that people with religious beliefs may have these 
concerns could lead them to being anxious about volunteering information about their 
religious beliefs or about how this information will be received. The sub-category of 
Client Anxiety displayed this and confirmed Smiley’s (2001) findings that 
psychologists sometimes experienced clients as being uncomfortable in raising 
religious issues in therapy.
Some of the psychologists in this study discussed making a special effort to ensure 
that their clients felt that they could talk about these issues, feeling that it was their
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responsibility to bring the subject up. However, most did not specifically ask about 
clients’ beliefs or only raised them when existential issues seemed to be more obvious 
(for example in bereavement). This could mean that a very anxious client who is not 
asked about their beliefs might not end up discussing them at all. This could go some 
way to explaining the fact that some of the psychologists in this study reported 
religious issues hardly ever to come up despite the numbers of people in this country 
with some religious beliefs.
Therefore it did seem that some psychologists might neglect and occasionally avoid 
discussing religious issues, which is of concern. Although this does not explicitly go 
against the BPS guidelines (1995), Bergin et al. (1996) state that “avoiding religious 
issues or routinely redirecting spiritual concerns in therapy is no more justifiable than 
refusing to deal with the death of a family member” (p313).
Whilst most psychologists did not completely neglect these issues, very few readily 
disclosed their own beliefs (or showed value-transparency). It could be argued that 
their lack of disclosing was influenced by the wider psychological world’s views that 
too much self-disclosure is either clinically or ethically questionable. However, 
interestingly some psychologists showed a difference in how much they would 
disclose depending on whether the client was religious or non-religious. This seemed 
to be related to a desire not to make the difference between the client and the therapist 
explicit, possibly believing that it would not impact on the therapy if it was not 
known. They were therefore more comfortable with disclosing any similarities to their 
clients.
One psychologist (Paula) talked about referring clients with religious issues on to 
‘pastoral counsellors’. However, it could be argued that referral on, even though it is 
hinted at in the BPS guidelines (1995) and was possibly encouraged by the setting in 
which she worked, could also be seen as rejecting by the client if the client had 
developed a bond with the therapist. This would suggest that client-therapist 
matching, although recommended in the USA, should probably be done with caution, 
possibly before the client and therapist meet or only if a client specifically asks for it. 
In fact, some psychologists were of the opinion that their religious clients would not
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always rather have seen a religious psychologist and had probably come to a secular 
service for that reason. This highlights the need to be careful not to make assumptions 
that a similarity in beliefs between client and therapist will always be best for the 
client. It is therefore suggested here that an individual approach be taken with each 
client “using individuals as experts in their own religiosity” (James, 2000, p30) rather 
than making a blanket rule that clients with religious beliefs be automatically referred 
to someone of the same religion.
The most contentious issue for the psychologists interviewed seemed to be about 
whether or not to challenge religious beliefs and practices that they perceived to be 
harmful to clients. When it came to challenging beliefs, the majority of the 
psychologists seemed to err on the side of caution, possibly believing that challenging 
might change the therapeutic relationship and offend their clients. Perhaps the 
psychologists knew instinctively that an assault on a client’s core values is likely to be 
harmful (Bergin et a l, 1996) or maybe they were following the BPS guidelines. 
However, again this could lead to them avoiding discussion of religion altogether 
which could be perceived as rejecting (Adams, 1995). It could be argued that referring 
a client on, as Paula did, thus avoiding challenging and discussing may have been in 
order to ‘avoid assaulting her client’s values’ and to protect her clients.
On the other hand as both Narramore (1994) and Propst (1996) have pointed out there 
may be times when beliefs do need challenging. Propst (1996) has highlighted the fact 
that people can make cognitive errors with both religious and secular beliefs. 
Narramore (1994) describes that religion can be used defensively and people can hold 
on to isolated religious teachings to support their beliefs about themselves or their 
world. In these situations he suggests that therapists need to help clients to see the 
defensive way they are using their faith without undermining their faith. Some of the 
psychologists interviewed in this study did challenge some beliefs or practices a little, 
using other people from the same religion as evidence. They seemed more able to do 
this if they saw religion as any other belief and were resolved in their own beliefs.
The participants talked about their concerns that religious psychologists might find it 
difficult to work with clients without enforcing their beliefs on them or perhaps
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without experiencing value-clashes. Interestingly this mirrored the concerns of the 
religious psychologists in Myers and Baker’s (1998) study who talked about their 
concerns that non-religious psychologists might not pay attention to the religious 
beliefs of clients. Although the participants in the present study were concerned about 
the effect of their religious colleagues’ beliefs, few of them showed an awareness of 
the potential impact of their own non-religious beliefs on their clients. This adds 
weight to Smiley’s (2001) argument that we should not just be worrying about the 
imposition of religious psychologists’ values on clients.
It could be assumed that this suspicion between groups of psychologists with different 
beliefs could be due to a lack of discussion of this ‘sensitive subject’, with 
psychologists not wanting to offend each other. However it seems that this silence 
could be dangerous and that open dialogue would be more fruitful.
The prejudice anticipated by the psychologists in Myers and Baker’s (1998) study was 
not directly apparent amongst the psychologists interviewed in this study. This may 
have been because it did not exist or because the psychologists did not want to offend 
the researcher, possibly assuming that she had religious beliefs. However, another 
viewpoint could be that what may have been viewed as prejudice could be uncertainty 
about how to work with this unknown and ‘sensitive topic’ and therefore an 
avoidance of it.
For this particular group of psychologists, one of the most interesting categories 
which emerged was the Personal Factors category which was discussed at length in 
the results section. This finding was in line with both Shafranske and Malony’s (1990) 
and Smiley’s (2001) findings that psychologists’ attitudes and behaviours regarding 
interventions of a religious nature were influenced by their personal view of religion. 
In this study the psychologists’ personal interest in religion or unresolved issues 
regarding religion were found to influence whether they avoided or embraced this 
subject in therapy.
Hall and Hall (1997) have warned that psychologists’ lack of awareness about their 
own values can lead to them being played out in therapy. It is possible that this was
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happening for some of the psychologists interviewed for this study. Some may have 
been bringing their own desire to have a faith into the therapy by talking about 
clients’ beliefs a lot whereas others may have been avoiding discussion about religion 
due to their fear of or unresolved issues about religion. It seemed from the interviews 
that this was a subject that the psychologists had reflected on to varying degrees. 
Some psychologists had thought about their beliefs and how they might influence 
therapy whereas others did not report reflecting on this. This variance in reflection 
may have been due to the lack of opportunities on training courses and in supervision, 
or perhaps due to their own lack of desire or interest in discussing these issues which 
could possibly be due to aspects of their own personal backgrounds and religious 
upbringing.
It seems that the conclusion reached by some of the psychologists in this study would 
make sense, that if a psychologist is resolved regarding their beliefs and is happy to 
discuss them with colleagues and in supervision then they are more likely to be able 
to deal with religious issues in therapy. However if someone avoids discussing their 
beliefs, a supervisor might not push them due to it being a ‘sensitive subject’ or 
because they have not thought to, and therefore they may not be able to see how their 
beliefs might be affecting their clinical practice.
Although some of the psychologists had not reflected much on their own beliefs and 
how they might impact on therapy, they were aware of ‘the power of the therapist to 
orientate the conversation’ (Linda: 569). This category was in agreement with Bergin 
et al.’s (1996) statement that “religious and spiritual concerns can be initiated by the 
client, but therapists are always in a position to approve or disapprove, to be open or 
closed to the concern or to show an interest or lack of interest in the experiences and 
perceptions of the client as they take on spiritual meanings.” (p313). It seems 
therefore that psychologists are aware of their power but need to become more aware 
of their own beliefs.
In order to think about some of the findings of this particular research it is possible to 
draw on psychological theories of group processes and social identity. For example 
social identity theory states that a person’s identity is maintained through inter-group
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comparisons (Brown, 1988). It is thought that people will form their own identity in 
terms of their in-group status and will need to think of out-group members in more 
negative terms than themselves in order to boost their own self-image (Tajfel & 
Turner, 1979). It could be argued that the attitudes of psychologists towards other 
psychologists of different religious orientations to their own could be understood in 
terms of these inter-group processes. Additionally, this argument could be used about 
psychologists and clients of different religious orientations to their own. However the 
common goal of the psychologist and the client to alleviate the client’s mental health 
problems and the one-to-one nature of the therapeutic interaction could decrease the 
salience of these social identities leading to less likelihood of prejudice.
Implications of the Findings and Suggestions for Clinical practice
It is important to remember that the results of this study are most relevant to this 
group of clinical psychologists. However, some tentative implications of the findings 
for the practice and training of clinical psychologists generally will be discussed 
followed by a discussion of the limitations of the study. The suggestions will be 
discussed with the assumption that the aim is for clinical psychologists to provide 
therapeutic services for clients which take into account their religious beliefs, needs 
and practices and which are not perceived to be discriminatory.
In order to improve on current practice it would seem to make sense to target the 
factors in Diagram 2 (Section Four of the Results chapter) which seemed to lead to 
variance in psychologists’ practices making them more or less able to work with the 
religious beliefs of their clients. Most changes are likely to happen through either 
clinical psychology training or further training received as part of continuous 
professional development which is recommended by the BPS. They could also occur 
through the publication of guidelines in journals.
The first and most important suggestion is that psychologists should be encouraged 
through training to become more aware of their own belief systems and how these can 
impact on therapy. This could be done during training, by incorporating sessions on 
self-reflection or through the encouragement of personal therapy. The family therapy 
literature has suggested exercises to aid this sort of reflection either individually
219
Major Research Project -  Discussion
(Altschuler, Graham, Inglebright, Sawyer, Smith, Wieselberg & Woodcock, 1999) or 
in a group setting (Dutton, El Hadi, Gray, Erskine & Cox, 1999). The exercises 
encourage trainees to think about their own spirituality and religious background and 
how these might influence their practice.
The above tasks or exercises could be part of encouraging trainees to be more aware 
of the values and beliefs they hold generally, with religious beliefs included. Another 
suggestion is that academic work could be set encouraging trainees to think about 
these issues explicitly, for example in an essay. It is acknowledged that different 
models of therapy focus more on the impact of psychologist’s positions on therapy 
and therefore that this might be less of a gap on some training courses then others. It 
has been seen however in this study that those psychologists who mainly use CBT 
may not have received this sort of training due to the relatively less reflective nature 
of this model compared to the psychoanalytic and systemic models.
Additionally it is suggested that teaching on religion should be included in training. 
This would include giving trainees research evidence about the advantages and 
disadvantages of religion for mental health. If psychologists have evidence and 
information about when religion may be being harmful or helpful they may feel more 
confident about tackling religious issues in therapy. Additionally, if trainees receive 
teaching in this area it should help to validate it as an area that psychologists can talk 
about rather than it being thought of as a taboo.
On a wider level, it is suggested that the BPS guidelines (1995) could be made more 
explicit, citing religion explicitly rather than including it under race and culture. In 
Section 3.1.2., the sentence about not imposing values could be clarified to show that 
it means any values and beliefs whether they be religious, atheistic or positivistic.
Finally, this research has highlighted the importance of individual approaches for 
clients, with an underlying awareness of the importance of including their religious 
beliefs in the therapy. It should not be assumed though that clients with religious 
beliefs would necessarily want or prefer their therapist to have the same beliefs. It 
does not seem that a general approach such as ‘client-therapist matching’ can be
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recommended. Rather, it could be thought of as an option depending on the particular 
client and their needs and the available resources.
In terms of research, this study has highlighted the importance of qualitative research 
for looking in detail at people’s experiences. It has shown that it is a valuable addition 
to quantitative measures and the collection of data by pen and paper methods as it has 
unearthed differences and complexity which were less apparent on paper.
Limitations
The results from qualitative studies are concerned with description and explanation, 
not prediction and therefore cannot be used to make claims about trends, regularities 
or distributions in a population (Willig, 2001). Therefore, predictions and 
generalisations cannot be made from this research. However, the results have been 
used to guide thinking about how CBT therapists work with clients with religious 
beliefs and have led to some understanding of possible mechanisms involved. It is 
acknowledged that psychologists who use other models of therapy may be more or 
less reflective or aware of the impact of their beliefs and may practice differently with 
regards to religious beliefs, due to the different theoretical backgrounds of the models 
used.
Attempts were made to verify the themes found by the researcher by asking a non­
religious psychologist to read the transcripts and generate ideas about themes and to 
see if there was consistency between them. This was to ensure that the researcher was 
standing back from her Christian perspective as much as was possible when she was 
generating themes. The practice of questioning later participants around themes that 
emerged from earlier interviews was also used in order to try and verify the themes 
that were emerging. Additionally, many quotes were included in the results section in 
order to allow the reader to make judgments as to whether the themes emerged from 
the quotes. Unfortunately feedback to participants was not possible within the time 
allocated and will be undertaken at a later date. It is acknowledged that interviewees’ 
reactions to the feedback would have further aided the verification process.
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It is acknowledged that during the interviews the researcher was asking participants to 
think retrospectively about their experiences of working with religious clients. It is 
important to consider that this may have led to some forgetting, incorrect reporting or 
indeed reporter bias. The participants would have chosen which clients and situations 
to talk about and which not to talk about and may have chosen not to talk about any 
clients with whom they may have felt that they did not show respect for their beliefs. 
The account was always the participant’s memory of their perspective on events as 
there was not access to clients’ accounts to back them up.
The researcher did not make her religious position explicit to any of the participants 
before the interviews or in the information sheet. This was done in an attempt to 
ensure that the participants would speak as openly as possible without tailoring their 
accounts to what they might know about the researcher. However, it may have been 
useful to explore at the end of interviews whether the participants had had any 
assumptions about the researcher’s beliefs and whether they thought that these might 
have affected their accounts.
The majority (but by no means all) of the discussion in the interviews was about 
Christianity. It is thought that this was probably due to this being a Christian country 
and participants were more likely statistically to have come across more clients and 
psychologists with Christian beliefs than beliefs from other religions. It could also be 
argued however that they may have felt more confident discussing Christianity and 
that Christian clients may have felt more confident about disclosing their beliefs to 
their therapist than people from other religions might have been. This highlights the 
importance for research regarding the experiences of clients from religions other than 
Christianity.
Future Research
This study has added to the growing amount of research on this topic in Britain. 
However, there are many areas which still need to be explored. For example it would 
help to widen the picture if the same methodology were used to look in depth at 
psychologists who work using different theoretical models and with different client
222
Major Research Project -  Discussion
groups. It is also important to study the experience of psychologists and clients from 
different religious backgrounds.
In order to overcome the problems of retrospective studies and reporter bias, 
qualitative methodology could also be used to analyse transcripts from actual therapy 
sessions between psychologists and their clients with religious beliefs. This would 
give a more accurate account of what happens in therapy and rule out the problem of 
retrospective remembering merely from the psychologist’s perspective. Clients and 
psychologists could then be interviewed following the sessions in order to explore the 
decisions made by the psychologists and whether the clients experienced their beliefs 
to be respected.
In terms of improving the practice of British clinical psychologists with regards to 
their work with clients with religious beliefs, training needs to be developed and then 
evaluated.
Conclusions
It can be concluded from this in-depth qualitative study that there are many factors 
affecting the clinical practice and experience of non-religious clinical psychologists 
with regards to their clients with religious beliefs. A tentative model has been drawn 
up showing these factors. The influences of these factors will vaiy depending on their 
relative strengths in any given situation.
Previous studies have raised concerns regarding the impact of psychologists’ own 
beliefs or interest in religion on their practice and their varying levels of awareness of 
this impact (Shafranske & Malony, 1990; Hall & Hall, 1997; Myers & Baker, 1998; 
Mitchell & Baker, 2000; Smiley, 2001). This study has provided some evidence 
towards there being an effect. It has also highlighted clinical psychologists’ 
uncertainty regarding whether they are adequately trained to deal with these issues 
and whether it is indeed part of their role.
It is suggested that responsibility for non-discriminatory practice, as well as lying 
with individual psychologists, should lie with the BPS and training courses to ensure
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that psychologists are helped to think about these issues and to raise their awareness 
of the impact of their own beliefs on therapy. Unfortunately, the avoidance of certain 
issues, such as religion, by therapy training bodies will inevitably impact on the 
practice of trainees due to their inadequate knowledge or experience (Dutton et a l, 
1999). A greater degree of discussion of these issues is therefore called for at an 
individual level and at a training course level. It is hoped that if religion were to 
become less of a taboo subject at these higher levels, then this would have a positive 
impact on the therapeutic situation and the service offered to clients.
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24 July 2001
Ms
University 
of Surrey
Guildford
Surrey GU2 7XH, UK
Telephone
+44 (0)1483 300800
Facsimile
+44(0)1483 873811
Registry
Dear Ms
How do clinical psychologists experience the therapeutic relationship with 
religious clients and does this affect the process of therapy? 
fACE/2001/42/Psvchl
I am writing to inform you that the Advisory Committee on Ethics has considered the 
above protocol (and the subsequent information supplied) and has approved it on the 
understanding that the Ethical Guidelines for Teaching and Research are observed. For 
your information, and future reference, these Guidelines can be downloaded from the 
Committee’s website at http://www.surrev.ac.uk/Surrev/ACE/.
This letter of approval relates only to the study specified in your research protocol 
(ACE/2001/42/Psych). The Committee should be notified of any changes to the 
proposal, any adverse reactions, and if the study is terminated earlier than expected, 
with reasons.
Date of approval by the Advisory Committee on Ethics: 24 July 2001
Date of expiry of approval by the Advisory Committee on Ethics: 23 July 2006
Please inform me when the research has been completed.
Yours sincerely
Secretary, University Advisory Committee on Ethics
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6^ November, 2001
Dear
My name is Fiona McAllister and I am a trainee clinical psychologist at the 
University of Surrey. I am currently undertaking a major research project looking at 
clinical psychologists’ experiences of working with clients with religious beliefs. This 
research follows on from Tom Smiley’s questionnaire survey of the religious 
orientations of clinical psychologists in the region which you kindly completed last 
year. The aim of this research is to look at the area in more depth by doing qualitative 
interviews with some of the participants who indicated that they would be willing to 
be interviewed.
I am therefore writing to ask you whether you would currently be available and 
willing to be interviewed. The interviews should take approximately one hour and I 
am happy to travel to your work base or can arrange for a room at the University of 
Surrey.
I am enclosing the information sheet giving you more information about the 
interviews and my contact details should you be willing to participate.
Thank you for taking the time to read this.
Yours sincerely
Fiona McAllister 
Trainee Clinical Psychologist 
University of Surrey
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INFORMATION SHEET FOR POTENTIAL VOLUNTEERS
My name is Fiona McAllister and I am a trainee on the Practitioner Doctorate in 
Clinical Psychology at the University of Surrey. I am currently recruiting participants 
for the major research project which I am required to complete as part of my course.
The aim of my research is to explore clinical psychologists’ experiences of working 
with religious clients. In particular I will be exploring the issue of how the therapeutic 
relationship and the process of therapy might be affected by similar or differing 
religious beliefs held by the client and the therapist.
For my research I have chosen to use the qualitative method of grounded theory 
which involves interviewing participants. Interviews will be tape-recorded to enable 
the data to be transcribed verbatim for analysis. The tapes will then be destroyed. Data 
analysis will involve examining the themes within the transcripts in order to build up 
a tentative theory. The analysis will be fully grounded in the data collected during the 
interviews.
The aim of the interviews will be for the participant to be able to speak freely about 
their experiences without being constrained by a strict interview schedule. As a 
researcher I am not testing out hypotheses, rather I am interested in hearing about 
participants’ own experiences as they tell them. I may ask for participants to give 
examples of times that they have worked with religious clients and also to give me 
some information regarding their own religious background.
The interviews will last between 1 and 1 Vi hours. They will be conducted at 
participants’ places of work or, if they would feel more comfortable, at the University 
of Surrey (travel expenses would be paid). If at any time during the interview the 
participant wishes to withdraw or does not wish to speak about a certain issue then 
they may do so without giving a reason to the researcher.
Although quotes from the transcripts will be used in the final write-up of this research 
project, pseudonyms will be used and any identifying data will be changed or omitted 
in order to maintain participants’ confidentiality.
All tapes and transcriptions will be kept anonymously by using codes rather than 
names and will be destroyed at the end of the project.
If you would be willing to volunteer for this research please fill in the attached 
demographic questionnaire and return it to me at:.
PsychD Clinical Psychology 
Department Of Psychology 
University of Surrey 
Guildford 
Surrey GU2 7XH
Or if you would like further information regarding this project please do not hesitate 
to contact me at the above address, or on (university telephone no.) or (email address)
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Demographic Information Sheet
Name:
Age:
Ethnic origin: 
Are you White?
Sex:
Tick one box
□
Are you Black? of Caribbean origin 
of African origin
of other Black origin (please describe below)
Are you Asian? of Indian origin 
of Pakistani origin 
of Bangladeshi origin 
of East African origin 
of Chinese origin
of other Asian origin (please describe below)
Do you belong to 
some other group 
or groups?
I I (please describe below)
Religious orientation (if any):
Client group currently working with:
Years worked since qualification (please specify whether this has been part-time 
or full-time):
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Please also specify whether you have been working with this particular client 
group since qualification and if not for how long:
Preferred theoretical model:
Would you prefer to be interviewed at your place of work or at the University of 
Surrey?
Place of work and contact details:
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Dear Clinical Psychologist 
Re: Major Research Project
My name is Fiona McAllister and I am a trainee clinical psychologist at the 
University of Surrey. I am currently undertaking a major research project looking at 
clinical psychologists’ experiences of working with clients with religious beliefs. This 
project will involve interviewing clinical psychologists about their experiences of the 
therapeutic relationship when they are working with clients from different religious 
backgrounds from their own.
I would be very grateful if you would consider volunteering to be interviewed for this 
study. I have attached an information sheet giving you more information and a 
demographic sheet to be filled in and returned to me if you are able to participate.
Thank you for taking the time to read this.
Yours sincerely
Fiona McAllister 
Trainee Clinical Psychologist 
University of Surrey
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Semi- structured Interview Schedule.
During this interview I would like to explore with you your experiences of working 
with clients of different religious orientations from your own.
1) Before that however I wonder whether you could tell me what religious or non­
religious beliefs you have currently.
To explore:
Have their beliefs been constant or were they brought up within a  different religion? 
Whether their fam ily  o f  origin had particular religious beliefs 
-And whether they subscribed to these -a s  a  child
- as an adolescent
2) Do you think that your religious/ non-religious beliefs affect your therapeutic 
relationship with clients of differing religious backgrounds?
To explore:
Can you  give examples o f  when yo u  fe e l that a difference between your religious 
beliefs and those o f  your client has affected your relationship with a client?
Can you  give examples o f  when yo u  fe e l that the fa c t that your religious beliefs and  
those o f  your client have been sim ilar has affected your relationship with a client?
3) Do you think that working with a client of a different religious orientation affects 
the process of therapy?
To explore:
Would therapy progress the same/differently with a  client o f  no religious orientation?
Can you  give examples o f  when you  fe e l that a  difference between your religious 
beliefs and those o f  your client has affected the way that you  have worked with a  
client?
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C anyon  give examples o f  when yo u  fe e l  that the fa c t that your religious beliefs and  
those o f  your client have been sim ilar has affected the way that you  have worked with 
them?
4) As part of training, did you have a chance to discuss how religious or non­
religious views might affect the therapeutic process.
To explore:
I f  so -  on many occasions/one off?
5) During supervision have you had a chance to discuss how religious views might 
affect the therapeutic process.
To explore:
I f  so - on many occasions/one off?
- did  they bring it to supervision or d id  the supervisor?
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CONSENT FORM
For the volunteer to read and sign:
• I the undersigned voluntarily agree to take part in the study on how therapeutic 
relationships and the process of therapy might be affected by clinical 
psychologists’ and clients’ religious beliefs.
• I have read and understood the Information Sheet provided. I have been given a 
full explanation by the investigator of the nature, purpose, location and likely 
duration of the study, and of what I will be expected to do. I have been given the 
opportunity to ask questions on all aspects of the study and have understood the 
advice and information given as a result.
• I understand that all personal data relating to volunteers is held and processed in 
the strictest confidence, and in accordance with the Data Protection Act (1998). I 
agree that I will not seek to restrict the use of the results of the study on the 
understanding that my anonymity is preserved.
• I understand that I am free to withdraw from the study at any time without 
needing to justify my decision and without prejudice.
• I confirm that I have read and understood the above and freely consent to 
participating in this study. I have been given adequate time to consider my 
participation and agree to comply with the instructions and restrictions of the 
study.
Name of volunteer 
(BLOCK CAPITALS)
Signed
Date
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For the researcher to read and sign:
• I have given the information sheet to the volunteer and have answered any 
questions about the project.
• I will preserve the anonymity of the volunteer and following the completion of the 
project will destroy all tape recordings and transcriptions. All identifying details 
will be changed or omitted from the project write-up.
• I will accept and respect participants’ decisions to vrithdraw from the project at 
any stage, and will subsequently destroy all evidence of their participation.
Name of researcher 
(BLOCK CAPITALS)
Signed
Date
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Brian ‘s transcript
Ok so basically we are going to be thinking a bit about your  
experiences o f  working with people with religious beliefs. B ut ju s t  
before we start can I  ju s t  ask yo u  to ju s t tell me a little bit about your  
own religious or non-religious beliefs.
5
Right um my passport says I’m C of E but I was brought up, I think my 
parents thou^t it would, if I wanted a religion I’d discover it for 
myself - they certainly didn’t um go to Church or anything, Christmas, 
Easter, none of that. Um we were in the cub scouts movement so we 
10 used to do Church parades but other than that no I have never 
worshipped regularly. I think, I used to describe myself as agnostic 
because the definition that I was using was, ‘would believe if there was 
concrete proof um but now... I’m open minded so of course if there 
was proof I would believe so I call myself an atheist now, but you 
15 know I’m open to conversion.
Is  it something that you 've  thought about a  lot, do you  fe e l  that you  \ e  
gone on a journey to get to the po in t where you  are now or is it 
something that has been kept in the background?
20
I grew up thinking that if I was going to be religious then I would have 
a conversion and one of my friends has so we have discussed it an 
awful lot. And it was something that intrigued me because I think that 
it is a good thing to have, personally, I mean I’m quite envious of 
25 people who have a strong faith. Yeah so I’m not anti- but I have kind 
of thought it through and decided I’m not.
So you  We come to that decision. The other thing I  want to ask yo u  
before we start talking about your clients is yo u  say you  work within a 
30 C BT model - is that quite strictly ? or..
I trained at — so they don’t let you do any other kinds!! I’m
kind of aware of other models but I don’t really use them because this 
is the model I trained in so..
35
So it w ould ju s t be good i f  yo u  have got any examples o f  people you  
have worked with from  any fa ith  background, i f  you  talk through how  
that's been really....
40 I’m always interested when people say they have a faith. Actually one 
of the things that piqued my interest about when you came and said 
would we do this, is one of the people who used to work here, doesn’t 
anymore, she always used to say um that its great to have a faith 
because if you, a lot of the time CBT, the clients have this idea that 
45 they have to be perfect and have perfectionist ideals, if you have a 
faith in a higher being who is perfect it means that you can’t be, sort of 
by definition so its alright for you to be human because, well its alright 
for you to be imperfect because He’s perfect. I tell that to my clients a 
lot, irrespective of what their faith is - 1 say people who have a faith
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50 have this ‘get out’ and doesn’t it make sense? Cos it does make kind of 
logical sense even if you don’t believe there’s anything out there. So I 
introduce it a fair amount and I don’t usually say what my religious 
stance is but I say this is how I’m told it is.. Um I was thinking about 
this. I’ve seen a couple of people I think who are Quakers and they get 
55 themselves tied into all kinds of knots because they have to, I think 
their faith says something about to be a good person you have to be 
involved in significant work for others and to be a good person you 
actually have to do charity work, contribute in that sort of way and it 
means they run themselves ragged basically and they’re always 
60 thinking about other people and you know there’s nothing left for them 
and I have to kind of drag them back and say, think of the long term 
here...
A nd  does that fe e l  like you  are kind o f  disagreeing with some o f  their 
65 beliefs?
Um it can do. You’ve got to be really careful haven’t you, you’ve got 
to say ‘I’m not saying that’s wrong but maybe to temper it a little 
bit.’...
70
A n d  how does that fe e l fo r  you  - does it fe e l  like you  are stepping on 
dangerous ground or does it fe e l. ..  or how have they reacted to it?
I do tread very carefully so they usually get my point, and they can see 
75 it because um .. I think it comes down to practicalities doesn’t it? They
say I have to volunteer - this one particular woman had to volunteer 
twice a week at the church and raise the children and have a really 
hectic job and I was saying well what can you give up? when can you 
have some down time? And church was not going to go and I said well 
80 maybe one night a week and then what, often what I do also is tell
them to go to their religious leader and say that I’ve suggested this and 
is it alright? I don’t take the authority role because its not up to me is 
it?
85 A n d  what- have you  had any experiences where they have gone and
talked to their religious leader?
No.
90 I t  w ould be interesting to know wouldn V it because they m ay well have
agreed with yo u  and have sa id  the same thing...
Well one of the things that I have thought about doing actually is going 
to see the religious leaders, I mean not necessarily about the giving of 
95 your time but what their attitude is to things, um.
Oh um bereavement also, is another area where I want to know what. I 
had this awful case of this poor guy that the last time he saw his
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brother he told him to ‘F off and hoped he never saw him again’- of 
100 course that's exactly what happened. And I was saying ‘go to the priest,
go and see what the priest says about it’ because I think in 
bereavement, I think if there is a nice hereafter that your loved one’s 
living in then that's great. I can’t say that because I don’t actually 
believe that but if their religious leader can say that then maybe that's 
105 the place they can go for comfort so I quite like the idea of working in 
tandem with the vicar or priest or imman or whatever it might be.
A n d  is it, it sounds like yo u  w ill often bring it into your therapy 
session, is it something that yo u  would ask about quite early on, 
110 whether anyone has got...
I was thinking about this - there’s quite a bias in how I ask, I don’t 
usually ask young men, um older people I do, women I do and black 
people I do because in my experience they are more likely to be 
115 involved in some kind of church activity - you know the more I ask the
more that is reinforced, because its true!
What about with the young men?
120 I don’t normally - actually I mean this bereavement was a young guy 
but presumably there had been a service and so there is a link there 
with a vicar..
So there w ill be some people you  are more likely to ask whether they 
125 have got a fa ith  or any beliefs or anything like that..
Which I don’t think is right really, I ought to ask everybody I think but 
I don’t, there’s so much to ask! !
130 Well yes  but its interesting because I  have talked to some psychologists 
who won V ask a t all.
Oh
135 A nd  who w ill presume that i f  it is relevant fo r  that person then they 
w ill bring it up - they will bring it into the therapy.. So its interesting  
how many differences there are between how people work.
I mean one of the things I'm doing when I first assess someone is 
140 looking for their social support network. I think quite often you can be 
grabbing at straws, if there is nothing there, maybe there is a church.
Yes it may be asked in that way. Even i f  you  ask, it sounds like that is 
giving an opening to that person saying its ok to talk about that here. I  
145 wonder i f  you  have any ideas about how clients may fe e l  when they  
come as to whether it is something that they should talk about when 
they come and see a psychologist or not.
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I think, ah yeah I’ve got a client who is recovering from cancer, 
150 basically is recovering psychologically, she’s fine physically and she 
says T bet you think this is silly but I pray’ and that’s a common thing 
that people say and I say ‘of course its not silly, its a really good 
support network and you know, everyone has their beliefs that’s fine’. 
So I do think there’s a, you know this is supposed to be scientific, 
155 particularly CBT, experimental, scientific and the word of religion is 
faith isn’t it? So its kind of alien and I think they see that - 1 would 
never say that it was, its an important part of your quality of life..
So people may be coming thinking actually they're going to think I 'm  
160 a bit odd or,.
They often preface it with that if they talk about their religion ‘you 
probably think this is a load of rubbish but’...
165 So then you  are able to say well no I  don 't think it is a  load o f  
rubbish...
Exactly and that’s that’s quite good for the therapeutic relationship 
because its a chance for me to actually say yes I accept all your bits 
170 and pieces..
A n d  do you  think that i f  yo u  ask them , quite matter o f  fa c t  a t the 
beginning, do you  have a fa ith?  - do you  think that that might open 
them up to think, he 's  not going to think I 'm  silly or whatever...
175
180
185
195
Um as I say I don't usually do that but I think it would if I did...
Um what are people's expectations when they come? Because they 
w on't know necessarily that you  work within a CBT model..
No
A nd  maybe there are some models which are more easily linkable with  
religion..
I’m thinking now that they used to say that the psychodynamic way has 
kind of religious aspects to it, psychoanalytic work - you either believe 
or you don’t - kind of straight classic Freudian stuff, that might be 
difficult. But my style, CBT, the joy of CBT is that you don’t have to 
190 believe in it you just experience it and sometimes I do say things like 
um - ‘habituation will happen if you expose yourself, you just have to 
have faith in me’ - ‘you believe in me - make that belief a faith’. So I 
suppose if they are religious they have already done that - they are used 
to believing.
How do you  find, fitting  religious beliefs into a CBT model? Do yo u
242
200
240
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f in d  religious beliefs f i t  in with other underlying core beliefs? Or do 
they stay out o f  the model? I  am wondering whether they can f i t  in or 
not - whether they will be part o f  the form ulation?
Its difficult really because Fm, one of the dysfunctional kind of 
thoughts is magical thinking isn’t it? And it would seem to clash, that 
if you have got this belief that a higher power that you can’t prove 
anything about will look after you then why wouldn’t you equally have 
205 this- I mean why is it not as valid to have this belief that you are
cursed? Say, which a lot of people do have... Um I wouldn’t dream of 
trying to adjust that perception of their reality which I guess 
complicates it..
210 Yes I 'm  wondering whether it is as easy to challenge beliefs i f  they  
happen to be religious beliefs?
No. No it isn’t. Its the thing with the kids isn’t it - its childish to 
believe in Santa Claus but believing in God is fine. Its that kind of 
215 dilemma.
So you  probably don 't challenge anybody's religious beliefs?
No, No. I could see that it might - 1 mean I don’t usually bring this up 
220 because its a tricky one - which beliefs am I not supposed to challenge
and which beliefs am I? Because I think the religious beliefs are 
helpful so I guess they might not be - 1 personally might not consider 
them true but they’re not dysfimctional really.
225 Have you  come across any clients who have had more religious beliefs
that you  m ay think o f  as more punitive o r ..
Yeah, yeah. Its um. I often say to people bring in your personal list of 
10 commandments. Thou shaft not tell anybody when they have pissed 
230 you off. And then the religious beliefs could be quite punitive couldn’t
they? I am a horrible person because I didn’t return that phonecall - or 
because I hit my child - you know that is immoral for me to do that - 
and then you have to work with that. I don’t know whether that is 
anything to do with religion but I imagine that it is more prevalent in 
235 deeply religious people.
Or I  suppose you  sometimes think o f  people believing that a ll these 
bad things have happened because - its like a curse or it could be that 
god  is punishing them or something like that..
Um - if that came up I guess I’d say., its tricky.. I’d say why is God 
punishing you - isn’t he supposed to be on your side?
So in some ways that is a gentle challenging in a  way..
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Yeah, which I suppose could lead me into dangerous waters because 
I’m not an expert - I’m not a religious expert - 1 don’t know - maybe 
you do fall off the straight and narrow and then get damned for all 
eternity - some people I’m sure will believe that - but it doesn’t work 
250 in the real world does it and that’s the point - dysfunctional 
assumptions kind of don’t allow you to live in the real world so yeah 
maybe I would challenge them.
255
Its a  fin e  line isn V it - knowing what can be challenged and what can V
You know what else- um I have said to people ‘if you were religious 
you might think that everything has happened for a reason’. Which is a 
different way of getting into - what can you learn from this - so it 
260 might not be that God is punishing you but- um my friend um who is
born-again says things like this - its been sent to show me the strength 
to do this and that - that's a good way of looking at it.
So you  're seeing what positive things could come out o f  what could be 
265 a quite negative experience.
Yeah. And I would put it that I‘m thinking, I don’t have a specific 
example here but if I had a mother say whose child had been, had died 
- is God punishing me - or there is a school of thought that says yeah is 
270 God punishing me for being complacent or being proud of myself - 
then I would turn it round to what can you learn from this - 1 mean that 
could be quite secular anyway couldn’t it? What is God trying to teach 
you or there is no God - and it’s just happened - what can we learn 
from it?
275
A n d  it seems more helpful i f  there is a higher reason fo r  something  
happening? A n d  even thought yo u  don 't have any beliefs yo u rse lf - 
when something bad happens to yo u  w ill you  think- w ill yo u  try and  
think about it in your m ind as there must be a reason fo r  this 
280 happening...
Yeah, kind of um - yes I do believe that things - not necessarily it 
happens for a reason but what can I get out of this? what did I 
contribute to this? I believe that I contributed and of course I don’t
285 always like that but you’ve got to learn from these things haven’t you?
Um but that's the psychologist in me really rather than anything else— 
that's what’ll happen...
Do you  think that where you  are a t in terms o f  your b e lie f system - do 
290 you  think that that does effect the way you  are with clients? do you
think that it m ight be different fo r  a psychologist who is pretty  sure
there is nothing and w ouldn't want there to be anything— who is less 
open m indedfor example about religious issues...
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295 Yeah I imagine if you think - 1 do think that -part of me thinks that
perhaps without having had a kind of conversion myself I think that 
maybe it is created - um the opiate of the masses?- religion is the 
opiate of the masses, that kind of makes sense to me- and certainly 
historically I think the church was a great controller of people wasn’t it 
300 so its good that it’s there and it served a function - 1 think these days
you are not controlled by it so directly so. I don’t think it does 
particularly influence the way I am with patients cos I think - 1 don’t 
think you can be a clinical psychologist and be intolerant - you know I 
mean if somebody has racist views, I think, well the way I work is I 
305 only challenge them if they're - well you have to say I don't want to
hang around a bar with you -but is this contributing to your problem? 
and if it is then we have to challenge it and if it isn't then you have to 
let it go. And I think it is the same with religion - except religion I 
personally believe can be a force for good in someone’s life so I have 
310 pushed people to spend more time in their church.
So whereas with say a racist attitude it could be contributing or not 
but religion could be contributing to someone's problems, but it could  
also be coming from  the other side and it could be something that 
315 could help them ...
Um and particularly I see a lot of people who are isolated and I do say, 
are you in with your church - could you go to the young mother’s 
group at the church- could you talk to the vicar, see if there is any 
320 voluntary work you could do after the services - its another agency - 1
use it that way quite often- well I encourage them to use it - 1 don’t 
have any links but..
How often w ould yo u  say it comes up i f  you  think o f  a  caseload  - 
325 would you  say its something you  have discussed a t some po in t with
quite a  lot o f  those people?
30% I think- 30-40% - not a whole load but a proportion.
330 Well - /  have spoken with some people who have sa id  that it never
comes up
Never?
335 Um - or once or twice - so there are quite striking differences - and
others have sa id  40-50%
Well that a ballpark figure, it would be interesting to actually look but 
I feel...
340
So in some ways it fe e l that a therapeutic relationship might be helped  
by being able to discuss those things...
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Yeah, absolutely because can you imagine if it was a strong part of 
345 their life and they were sat there thinking well my priest isn’t going to 
like me thinking this way and not saying it..
The work done within psychology has to really f i t  into their larger 
world view
350
Absolutely
I t can V go against it...
355 I don't think so..
So it is something that fo r  a lot o fpeople w ill be important.
Yeah and I dont have a problem with that I think its, you’ve got to get 
360 support wherever you can get it really..
Are there any times when it has fe l t  difficult- when it has fe l t  that a  
therapeutic relationship has become more dijficult because o f  
som eone’s beliefs maybe being o f  an extreme level - or being very 
365 different from  your own way o f  thinking?
I don’t, I haven’t experienced it as being a problem when it has been 
different from my own way of thinking- that doesn’t really come into 
it- I’ve got this one woman that I saw recently- that I’m seeing at the 
370 moment and she’s a Jehovah’s Witness and I have a problem I think 
there might be a problem that she’ll sort of batt away everything I say - 
I can’t do that I’m a Jehovah’s Witness - you don't understand how 
important - what she said to me the other day was ‘you don’t 
understand how important reputation is to me - you know our 
375 congregation things - things get, word travels, my standing in the
congregation is very important’ and its kind of a way of blocking out 
any advice she doesn’t want to hear because I couldn’t possibly 
understand. I can see that that would be a problem but I haven’t seen 
many people with very extreme or entrenched religious beliefs..
380
So she may not let yo u  in in a  way...
Yeah exactly
385 /  wonder what that is about?...
Um- I’m not sure it is to do with her religion-1 think it is to do with 
her personality - I think she would have found some other way... 
but...Might be a problem, because I get the feeling that she is someone 
390 who is very isolated and I think the church is the only thing that keeps 
her going so of course it is very important to her - whereas I might 
have said with someone else, does it really matter, can you make every
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single person you encounter have a really good perception of you, is it 
worth striving for that? With her, well I don’t know what Jehovah’s 
395 Witnesses are about really - it might be essential to her that every
person in that church thinks she has a shining, virtuous life- so it 
comes down to do I challenge that or is that part of the religion?
Yeah and i f  its p a r t o f  the religion then you  are less likely to challenge 
400 it?
I would try-1 would not no.
What is it that makes us less likely to want to challenge religious 
405 beliefs? I  wonder what?..
Because it’s you’re being judgmental I think which isn’t what we’re 
supposed to be! Um, and also I’m not in a position because I’m not a 
religious expert I can’t say well the Bible teaches us this, that and the.. 
410 its somebody else’s bag really. And I think its a very thin line - 1 think
if they perceive you as being anti-religion and it is a strong part of their 
life - then you will lose them I think. Its like colour prejudice or 
homophobia. If you had a gay client and they thought you were 
homophobic you’ve lost them. And if you are religious phobic, same 
415 thing really - he thinks I’m mad - he thinks I’m deluded - why should I
bother sharing the rest of my inner thoughts - so I am very wary - 1 
usually just assume its a good thing and leave it at that.
In the end your working relationship is one o f  the m ost important 
420 things..
Absolutely.
A n d  i f  yo u  go too fa r  down a challenging route or even maybe 
425 discussing some issues that's going to rock the therapeutic relationship
- its n o t ..
Yeah and I always bring in the priests or reference to the vicar or priest 
or whoever- what would he say about this - that sounds a bit harsh to 
430 me - how would he respond if you said that to him - and I say go and
find out! Because that's kind of scientific isn't it?- CBT is all about...
Finding evidence...
435 Exactly
Like i f  someone came from  a different culture which we knew very  
little about- its either saying ask other people from  your culture or 
having to do a lot o f  reading about something I  suppose....
440
Which isn't really a - there’s no point me getting gemmed up on it I
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mean its important for them to have the right attitude for it..
Do you  think it would be the same i f  yo u  were from  a particular  
445 religion? D o yo u  think then you  might fe e l  more comfortable about
challenging about that religion? I  was ju s t  thinking about you  saying  
well it says in the Bible - i f  you  were a Christian w ould you  fe e l more 
happy about saying 'well actually 1 don Y think the Bible says that ’ or 
would it still be better to keep out o f  it and ask them to talk to a  vicar 
450 or someone?
I think Fd feel happier actually. I think it is because its so alien to me, 
I wouldn’t know where to start - 1 could fall into some deep holes if I 
wasn’t careful.
455
A n d  1 think we all know don Y we that within each religion there are so 
many different understandings as w ell.
My understanding of the Bible is that you can find a verse to support 
460 any argument both sides of a coin have their own little bit in the Bible
to support them. So you could end up in a theological discussion which 
is not really what Fm trained to do even if I did have that religion.
So in some ways there are some bits which a ren ’t really our jo b  
465 anyway
Yeah and that is where the pastoral care of their Minister, that is 
definitely his job isn’t it? So it might kind of lead into therapy but fine 
you know that’s their role to guide people through religious problems.
470
A n d  d id  you  say that you  wouldn Y disclose to someone what your  
standpoint was?
Sometimes I do- when its obvious they’re not - Fd say, ‘not that I go 
475 to Church but some people who do say... this thing about He’s perfect
so you don’t have to be - so you can’t be.’ I use that quite a lot and I 
would preface it if it was somebody who was not - obviously not 
religious, because I could lose them that way too!
480 Well th a t’s  what 1 was thinking..
They’d think oh I can’t talk to him, he’s religious I wouldn’t want that.
So its kind o f  fo r  the people who aren Y religious its kind o f  letting  
485 them know sometimes that you  are not either..
Yeah, but I think its a good idea..
Whereas i f  it was a religious person coming you  wouldn Y p u t the 'Not 
490 that I  go to church ’ bit on the fro n t o f  it?
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No. In fact what I think I did with this woman, the woman who is 
recovering from cancer who says ‘you might think its silly but I pray’ I 
said ‘no of course I don’t think its silly’ and then later in the 
495 conversation she said ’do you go to church?’ and quite often I will say, 
‘I'm not a regular church goer’ which I think is lying really but you 
know sometimes in therapy I think you have got to do that. But I think 
with this woman I said ‘I’m not telling you that’ pleaded the fifth 
amendment you know!
500
505
530
A nd  why d id  it fe e l  important with her to say T m  not telling you
Um because I didn’t feel I could just lie and say ‘yes I go to church’.
She could ask more..
Yes exactly ‘what do you say when you talk to him., and where do you 
do your praying?’. So I couldn’t say I do and I thought if I said I didn’t 
510 she woidd think that I think her praying is silly. Because of course if 
you don’t believe you must think its a load of rubbish - that’s not the 
case but its the easy thing to think isn’t it?...
/  think that's a problem  - people do think its black and white and  i f  
515 people don V have a specific religious b e lie f then they may not be at 
all interested - but that isn't the case. B ut the client may well be 
coming to you  thinking -ok- psychologist probably not religious and  
this means.. Assumptions are made quite quickly aren Y they?.. So it 
fe l t  with her fo r  the sake o f  the therapeutic relationship it felt..
520
Better not to talk about my personal life. Because that's what they 
expect isn’t it? That’s what everyone knows about therapy - you will 
never find out anything about the therapist which is a load of rubbish 
because just by looking at you they can find out thousands of things 
525 but.... Um and also I don’t like distance between us and that would be
another source of distance. They’re kind of saying, he’s just a scrap of 
a lad - these older women say to me and if they said ‘you’re a scrap of 
a lad and you don’t even go to church - how do you know how 
important it is to me?’ you can feel yourself fading away can’t you?
So its trying to keep the closeness or trying not to bring yo u  not 
wanting to bring anything else into therapy that w ill make yo u  more 
distant
535 Exactly
Yeah its interesting - from  some o f  the other interviews - it does seem  
that the therapeutic relationship is so important that it is almost that 
that will make the decisions as to whether you  disclose or whether you
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540 tell someone whether yo u  believe what they believe or not...
I think its quite important to disclose that I’m not, with people who 
aren’t because it ends up - there is quite a lot of preaching in it anyway 
- they must think any minute now he’s going to tell me to go to church. 
545 I don’t want them to be scared off by me because my style is quite 
down to earth and friendly. But yeah you have to keep the relationship 
together.
A nd  I  suppose the fa c t that i f  you  are occasionally suggesting things 
550 like going to church ju s t because you  do think that's really useful, i f  its 
clear to them that th a t’s not actually what yo u  do - then maybe that 
fe e ls  like more o f  an objective suggestion rather than a 'because I  do 
this I  think you  should do this.. '
555 Yeah. I do suggest to people that they - I don’t suggest they go to 
church but I do suggest that if they do go then they ask whether there 
are any after-service activities. Um so yeah - that's obviously - if I 
suggest it its someone who is religious and I may not have disclosed 
that I'm not. And I also say things like - I’m a great advocate of 
560 exercise for lifting the mood- and I say to people - you might want to 
go jogging - I'd rather die but you might want to! So I’m free to suggest 
that they do things that I don’t do myself. So if it came up I guess, if 
I’d forgotten myself and had revealed it that I didn't go to church to 
somebody who did - it would be fine I think for the style of work I do- 
565 to suggest they get more into their church.
A n d  i f  someone sa id  to yo u  'do yo u  go jogging?  ’
Oh no!
570
Would you  be honest?
Yeah.
575 So its easier to be honest about that with them?
Yeah.
Because it doesn ’t fe e l  that its going to offend them? Do you  think  
580 th a t’s  why?
Yeah because religion is a judgment thing I think. My personal 
experience is not - 1 didn’t rebel against the church - 1 just was never 
introduced to it but I think a lot of people have decided its a load of 
585 rubbish or have decided it doesn’t work for them and they have left the
church, particularly I think with Catholicism, is my belief, I don’t 
know if its true but its what I feel. So it does feel rejecting to say ‘oh 
no I wouldn’t go to church’ - 1 wouldn't say it like that but you know
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the assumption is that you’ve decided its rubbish unless you make it 
590 clear that you support it its just not for you.
So people w ill make - whatever yo u  tell them - they may make some 
kind o f  assumption about you..
595 Yeah, so its easier if you know that they’re not - if I’ve said ‘do you go 
to church?’ and they’ve said ‘er hardly!’- you know made some kind of 
disparaging remark - 1 can say at some point if it becomes appropriate 
I can say I don’t believe in this but this is a useful thing to think in a 
sort of secular way.
600
Is  there any clients that really stick in your m ind where you  have had  
to do quite a lot o f  work thinking about their beliefs?
Oh I did have - yeah the one I’m thinking about was really sort of odd- 
605 and I don’t know that I did a lot of work around it but I was doing sex 
therapy with this guy who was having um erection problems I think. 
The only reason he had come in was not so that he could have a better 
sex life but because he could have a baby - he wanted to- they wanted 
to be pregnant and they were Hassidic Jews- very orthodox. I 
610 discovered that he knew absolutely nothing about sex - it had been an 
arranged marriage and all that happened was that on the day of his 
wedding his father said something like - ‘oh you’ll be in trouble with 
her sexually’. And it was awful because um, the reason that they 
weren’t getting pregnant we discovered was that he wasn’t actually 
615 penetrating her, because he had absolutely no idea that he could lie on
top of her, so he was holding himself above her and didn’t reach. And 
then there was the whole thing about they had to - they couldn’t um- 
there was a hole in the sheet and they had very specific instructions 
about how sex was supposed to happen. I think there was supposed to 
620 be a sheet between them and there was a hole in the sheet and she was 
unpure when she was having her period and they weren’t allowed to 
see each other naked so all of the kind of sensate focussing stuff that I 
would normally do - the Masters and Johnson stuff - 1 couldn’t do! So I 
did say in the end I said listen I know there is all this stuff that your 
625 religion says you mustn’t do this, you must do this but your religion
primarily says you must have a baby and isn’t that the top priority? So 
in order to have a baby surely your religion would let you break some 
of these other rules because this is the way we are going to have you 
having better sex, or more efficient sex! I mean I wanted to say to him 
630 better sex, that’s what people come in for but I had to say so that you
can then have a baby. It was a challenge. I remember him vividly, he 
didn’t know where his body parts were. We did progressive relaxation 
to start with and he said um now then I relax my thighs which are 
here? (pointing to his arms). He was in his early 30’s - the body was 
635 something you didn’t talk about if you were a good Jew and also I
remember one time his wife was doing this (scratching his head) and 
her hair was moving and um she was wearing a wig because women
251
Major Research Project -  Appendix 8
Brian ’s transcript
who are Hassidic Jews are not allowed to show their hair so most 
people will wear a head scarf but apparently its allowed to wear 
640 someone else’s hair - so she had this beautiful hair do which wasn’t
hers it was a wig. And I had to ask, I was really er treading carefully, 
because I suddenly thought is she bald under there? When she goes to 
bed is he presented with this bald woman that he is supposed to get 
sexually excited about? And she didn’t show me because that would 
645 have been completely sinful but she said no she did have hair under 
there.
So they both came together?
650 Sex therapy - you’ve got to have sex therapy as a couple. He came 
originally by himself and I said ‘no we’ve got to have her in as well’.
That must have been really difficult.
655 It was. In fact I left the job-1 was here as a trainee - this was my last
placement and then I got a job here in a different area but the same 
trust and so I carried on seeing them and I think I was seeing them
originally at th e -----------and they came t o  to finish off the
therapy because it was a long time - a lot of sessions.
660
So in some ways you  had to work within their religion to say yo u  know  
you  want to have a baby you  are going to have to do some o f  these 
things..
665 Yeah, I mean masturbation is the first - guided masturbation is what
you do its the first thing you do in sex therapy- he wasn’t going to 
masturbate.
How do you  think they fo u n d  being with you  and talking? I  mean d id  
670 they f in d  it difficult talking with you?
They did originally. He came in and as I say he didn't know where his 
boys parts were. It took me, actually I knew he was coming for sex 
therapy because he had come via the sex clinic- but he wouldn't tell me 
675 what the problem was- it must have taken me 4 sessions - 4 longs 
hours- and we finally got to it and by the end of the sessions he was 
walking up the corridor telling me his most intimate sexual things and 
he had a veiy loud voice and I’d be like wait! So I think they found it 
quite liberating because I wasn’t saying- I was acknowledging their 
680 religious constraints.
Yes it is interesting in itse lf isn V it that they came to you- they didn V 
go to someone within the Jewish culture or..
685 No because that would have been hugely- what’s the word- sinful I 
guess to admit that they weren’t having sex because they got married
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to have sex to have a baby so they were being bad Jews if they weren’t 
doing what they were supposed to do.
690 So in some ways by coming to you  they got away from  that judgm ent 
..coming to someone who d id n ’t f i t  in with their b e lie f system., that 
probably fe l t  better..
Yeah I think that was the point. And they knew that they weren’t going 
695 to meet me in the street - well they might but they weren’t going to 
meet me in the temple.
Yeah. D id  it fe e l like you  were treading on dangerous ground with 
them?
700
I think because it was so obviously so alien - 1 haven’t got the hair so 
its obvious I’m not an Hassidic Jew and they knew that it would be 
very different for me so it was very exploratory and quite early on they 
knew I was on their side. Well I did suggest the masturbation as the 
705 first thing and he said I ’m not doing that its against my religion’ so I 
was ok well can you do this, can you do this? In the end I said well you 
have got to do some of it -
710
So in some ways you  had to ask them to break some o f  their own rules? 
Yeah
A n d  d id  that fe e l  wrong to you  or d id  it fe e l  ok?
715 (sighed) It was - 1 felt that I was in danger of losing them - 1 did have
to tread carefully to say listen I know this is important but., um I don’t 
think-1 think it was my only option - 1 didn’t know how else to help 
them with their sexual dysfunction - it is the programme that works 
and it was because their agenda was to have a baby, to get pregnant 
720 and I did - 1 think sort of IVF or other mechanical ways that would
have worked in that direction - 1 think that was too expensive and I 
also think that would have been sinful too- so in the end they said well 
fair enough - we’ll break the rule - but then they were breaking the rule 
about having sex anyway so ...And I think they got round it by saying 
725 the law says they have to do all they can to have, to make..
TAPE END. .um the ultimate aim, I think it was their personal aim but 
also it was their religious duty was to have a baby so if I made them 
break the little laws on the way to that I think they could live with that 
and I certainly could...
730
A nd  I ’m wondering whether, obviously their beliefs are quite extreme- 
I  wonder i f  it fe e ls  easier to break them? Because they do seem very  
extreme compared to a lot o f  the society in which we live...
735 Yeah but the more extreme they are- the more they’re held aren’t they?
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I mean a woman who goes out and buys a head full of hair when she 
has got perfectly decent hair anyway - its not my judgment to say these 
are ridiculous rules lets break them because they are that extreme and 
they are holding onto them- you obviously know you have to tread 
740 carefully.
B ut it sounds like yo u  d id  build up a good therapeutic relationship  
with them..
745 Yeah
and managed to overcome that,..
Because I said, cos we wouldn't and I don’t think the sex clinic at —  
750 which is where I got them from- their ethic is not lets give these people
babies - their ethic starts with lets have a good sex life - but in order to 
have this you need to have this don’t you? You need to be having a 
functional sex life to get a baby- so my agenda is on the way to theirs. 
And I think I said to them actually - its not my job to get you a baby - it 
755 is my job to get you to a place where you can try for one. They knew
we were on the same- going in the same direction. It was fascinating.
Yeah its a good example showing that yo u  can work within som eone’s  
religion i f  you  need to...
760
775
Yeah-
Because i f  y  ou decided Pm not going to touch this and I 'm  not going to 
bend or break any o f  the rules then you  w ouldn't have got them to the 
765 goal that they wanted.
No. And I don’t think- where would that lead us? If we said we can’t 
work with people from different religions? Its a vital part of people’s 
lives- you don’t break down what's giving them strength do you? Well 
770 in my way of working you don’t!
A n d  it fe e ls  ok to work within a CBTfram ew ork with religious beliefs?
I’m happy to do it - you know - because its - you do it.
Is  there anything else that comes to your mind?
I think, I mean apart from the interesting things you can’t do because 
of these extreme religions - I see a lot of people who are kind of 
780 paralysed by this kind of need to do what’s right, to be a good person. 
So um in a lot of ways the kind of idea of religion is out there anyway- 
its just I feel that when religion does come into the picture it is just 
more specific cos everybody’s trying to do the right thing and act in a 
moral way. I’ve got this one client who um well I say it to a lot of
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785 people really- voluntary work and outside work activities -it’s 
important to contribute to your community-1 mean that could be in a 
religious setting or not. I say to a lot of people, you’ve got to give that 
up- look how hard you work- look at what your other pressures are - 
you cannot volunteer 3 times a week at the creche as well as doing all 
790 the other things you do. They say no I need to do that- sometimes they
say I need to do that because that's what I need to be a good Christian - 
sometimes its that’s what’sexpected of you to be a good person and 
then I have to say things like- well look at the long haul. If you do two 
nights instead of one does that make you less of a person. Wouldn’t 
795 that be more effective then you’ve got some time for you and I often 
say things like that. I bring Mother Teresa in a lot - she’s like this icon 
of religious goodness and I do- she’s also good for perfectionism 
because, there was that documentary on her wasn’t there - it was one 
of those reputations ones that I think the point was that she rather liked 
800 the fame that she got. She was a bit of an ego-maniac- they said - 1 
mean this was a bit of a hatchet job, channel 4 obviously. But you 
could see it couldn’t you? - she rather liked the martyrdom, she got off 
on that. It doesn’t matter she still did good works and she was still a 
good person even though she had, she may have had this flaw. So I say 
805 that to people kind of in a religious way but also in a non-religious way
too. We can’t all be saints is the bottom line! Its alright to be human - 
the point is to tiy.
So you  ’re thinking that actually in society in general there is a desire 
810 to be a good person even i f  it is not a religious thing?
Absolutely. I mean some of the, I see so many adult people who are 
still trying to impress their fathers. Its the same isn’t it, you’re trying to 
impress your father or you’re trying to impress the vicar, or stick to 
815 what your church says, this is what you think. Society expects. I mean I 
think that's why there is more, huge numbers of young men, young 
male suicides these days. Nobody knows what you are supposed to do 
if you are a young man. So they try and live up to what they think 
society expects of them with no guidance.
820
There are no role models
Its the same with religion. You’re looking for a way to be a good 
Christian, Jew or Muslim but of course there you do have the role 
825 models you do have the people to guide you and that's why I say go 
visit your Minister.
So its about having a way o f  being in the world really, knowing what 
yo u  are supposed to be doing with yo u rse lf and i f  you  have a religion  
830 then that kind o fg ives you  a lot o f  the answers.
Yeah, yes exactly I think that’s why I’m all for it really.
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You can be a bit lost i f  you  haven’t g o 'th a t or any other kind o f  
835 support.
My personal thing is Fm quite envious of people who have their 
religion. I know you hear people leaving their religions and it all
sounds quite traumatic- what they were made to think and I do see 
840 people actually um. I saw someone, Fve just discharged someone and 
the whole point of our therapy was getting rid of her Catholic guilt. 
You hear about that being a big feature and she was one of the ones 
that was so- she called it that- she was guilt stricken about everything 
she did and she’d actually - no she stayed with her Catholicism in the
845 end but she just dropped the more.. the guilt.
How d id  you  get her to do that or how d id  she do that?
I think just decided between ourselves what was reasonable given the 
850 constraints and pressures on her life could she do x y and z to the max
or was it wrong if she didn’t do that? You know the feelings that she 
had because the church, again the church is like a parent sometimes 
and what you wouldn’t want to admit you were doing to your parents 
its the same to the church. So we just looked at some of those and 
855 relaxed some of those rules and she stopped beating herself up.
So even though her general religion d id n ’t change, some o f  the aspects 
o f  it might have been altered?
860 Yeah- that’s exactly right.
A n d  d id  that fe e l alright, sort o f  exploring that with her?
Yeah because it was causing her pain and its my job to help her get 
865 over that and she brought it up actually. She said Fm riddled by all this
Catholic guilt- that’s what she called it.
So its O k to maybe challenge things a  bit i f  its causing pain?
870 Yeah absolutely
Whereas i f  som eone's religion is bringing them a great deal o f  
happiness you  are not going to want to challenge it anyway because 
that great. But maybe i f  it seems to be a bit more punitive or bringing  
875 too much guilt then maybe its alright to think with them about
modifying some bits o f  the beliefsystem .
Exactly. Yeah, think with them is a good phrase, get them to consider 
because they are in the midst of it because I'm not and as I say I 
880 wouldn’t tell them that I wasn’t but..
Yeah so I  suppose its their journey isn V it and you  wouldn't challenge
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their b e lie f in G od or that Catholicism is the right way or whatever but 
actually some o f  the smaller details - like how many times you  pray  a  
885 day or how much voluntary work, the more behavioural aspects I  
suppose - maybe it fe e ls  ok to challenge them a  bit more...
Yeah. Does it make me a bad person if I haven't gone to church? 
Actually one of this girl’s problems, I can’t remember how she sorted 
890 it out was contraception. I think her boyfriend wanted her to come off 
the pill. Ah that was it - yeah this is quite religious, she said um her 
religious beliefs were that she could never have an abortion so she 
needed to be damn certain about contraception because if she got 
pregnant she would have to have it. So she was on the pill and her 
895 boyfriend didn’t want her to be on the pill because he didn’t think it 
was good for her. And condoms came up as well, I know that because 
she was Catholic that was a problem of some sort. And and she had 
had lots of partners beforehand and her boyfriend thought that made 
her a slapper - which isn’t particularly religious but she’d had many 
900 more partners than him and she was fine with that but then when he
raised objections because he hadn’t had very many she started to think 
- Catholic guilt reared its head again and kind of depressed her so we 
had to go through is it really bad to have had that many partners?
905 So even i f  the religion is in the background to some extent it can come
up?
Oh yeah
910 So you  could think with her about whether she should be fee lin g  bad
about herself or w hether....
Yeah. We tackled some of that- not a lot because it was, she knew that 
it was irrational for her to feel bad about her sexual past because she 
915 didn’t feel bad about it on a day to day level but we kind of
acknowledged it- we got the thought out there that..- she brought it up 
again and said that maybe some of this Catholic guilt is that maybe I 
have been a bad person.
920 There are probably an awful lot o f  people out there carrying those
feelings..
Particularly when your beloved suggests that you might be as well.
925 I t  ju s t seems so important that people can bring that aspect into the
therapy. Its not ju s t  because m y boyfriend sa id  this but its m y  
background o f  bel iefs...
Well isn’t that the point, when what you have grown up with clashes, 
930 is repeated in what happens to you in the modem times?
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Sa hopefully with therapy those things should come out anyway - that 
i f  that is your background y o u ’ve been brought up in then those things 
will come out. I t ju s t  seems intriguing that these things seem to come 
93 5 out more fo r  some psychologists...
I just don’t think there should be any taboo subjects. I think it is such a 
huge one, it can be - even if you have left a religion it can be a huge 
part of your life can’t it? To not bring that in I think would be too big a 
940 gap.
258
